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ABSTRACT 


In recent years new work groups have proliferated in the health 
sector leading to overlapping functions and responsibilities which have 
created difficulties in identifying and assigning competency levels. 

It 1s therefore important to delineate those abilities and skills 
which constitute a domain of tasks considered necessary for competent 
practice in specific work groups. Although officially non-existent in 
Canada, the role of the nurse-midwife is gaining increased attention. 
The purpose of this study was to describe a domain of tasks in terms 
of the knowledge and skills required for competent practice of nurse- 


midwifery. 


The best way to describe competency was considered to be in 
terms of behavioural objectives (using criteria established by Mager 
and Ammons) which specialists could accept or reject. Acceptance was 
defined in terms of "necessary" knowledge-skills. In this study if an 
objective described a skill which all competent midwives must be able 
to perform, it was then deemed to be "necessary." Conversely, any 
person who could not perform any skill labelled as "necessary,'' was 


by definition incompetent. 


The specialist panel was composed of ten nurse-midwives selec- 


ted from countries with socio-economic standards and comparable health 
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delivery systems similar to Canada, and ten physicians practicing in 
Canada. The selection process was not randomized, which imposes 
limitations on the generalizability of the study. A further limita- 
tion is that one cannot be assured that each panel member did 


differentiate "necessary" from "desirable" on each objective. 


Rigorous criteria were established for accepting an objective 
as "'necessary'' in that at least 75% of midwives and 75% of physicians 
had to regard the objective as "necessary.'' Of the 2437 objectives 
presented to the panel members, 2167 (89%) were considered ''necessary."' 
Agreement by such a widely disparate group of specialists tends to 
indicate that there is a core of knowledge-skill requirements for 
competent midwifery practice. It should be noted that the behavioural 
objectives which the panel members considered "necessary" are not a 


"sufficient" definition for midwifery practice. 


By definition competency is the ability to demonstrate the 
behaviours described as "necessary" objectives. To illustrate how 
the attainment of some objectives could be measured, certain ''necessary" 
behavioural objectives were incorporated into a simulation program 
(using the I.B.M. 1500 Computer Assisted Instruction (CAI) system). 
Computer simulation was selected as it appeared to provide the greatest 
flexibility in portraying real-life situations. The simulation program 
was pretested by a panel of "experts" (eight nurses and one doctor 
involved in planning a Canada-wide curriculum which incorporates a 
nurse-midwifery component) and by a group of students graduating from 
the University of Alberta's Northern Nurse Practitioner program. 


Each individual who pretested the program completed a questionnaire 
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which aimed at measuring the face validity of the testing tool. 
Although the experts indicated some agreement on the face validity 
of the simulation and the students thought the test was relevant, 
the findings should be viewed with caution in that the majority of 
panel members were not expert nurse-midwives (at present they are 


unavailable in Canada). Further research is required in this area. 


It is suggested by the investigator that the objectives 
developed in this study could provide a tool which, combined with 
vital statistics indices and manpower projections, might be used to 
assess the cost-effectiveness of introducing nurse-midwives into the 


Canadian health system. 


Use of the methodology developed in this study to delineate 
functions and responsibilities of nurse-midwives could help to clarify 
the identification and assignment of competency levels for other work 


groups in the health field. 
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CHAPTER I 
INTRODUCTION 


Many work groups both professional and technical have overlap- 
ping functions and responsibilities which create difficulty in deline- 
ating and measuring performance proficiencies. During recent years new 
work groups in the health sector have proliferated (Rice, 1972). 
Problems have become apparent in the identification and assignment of 
competency levels, and in turn the amount of functions and responsibi- 
lities which can be assigned to each level of competency. Although it 
has been recommended that a task analysis be performed on each group 
rendering service (Light, 1969), little has been achieved in this 
direction. Furthermore, in the health care system competency and 
proficiency are heavily dependent on the standards set by the health 
profession for the delivery of safe care, and the expectations of the 
general public who receive the care. For this reason it is important 
to delineate those abilities and skills which constitute a domain of 
tasks considered necessary for competent practice within each work 
group. From a broad domain of tasks it is not only possible to estab- 
lish the competency boundaries for a specified work group, but also to 
delineate the standards of quality. The work group selected in this 


study was nurse-midwives. 
The Role of the Nurse-Midwife 


The International Congress of Midwives has broadly defined a 


midwife as: 
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a person who, having been regularly admitted to a mid- 
wifery educational programme, duly recognized in the country 
in which it is located, has successfully completed the prescribed 
course of studies in midwifery and has acquired the requisite 
qualifications to be registered and/or legally licensed to 
practice midwifery [Minutes of the International Congress of 
Midwives, 19725 >p.. 1]. 

It is generally assumed that a nurse-midwife provides supervision 
and management of the mother during the ante-partum, intra-partum 
and post-partum phases of pregnancy, and evaluates the condition 
of, and provides necessary care for, the newborn. She should be 
able to identify potential and actual risk situations for mother 
and/or baby (i.e., conditions requiring potential care beyond her 
level of competency) and make appropriate referral to a physician. 


She should also be prepared to guide and counsel the mother and 


family in matters pertinent to maternity care and family planning. 


The above tasks are generic to both midwives and physicians ; 
but in those countries where midwifery is recognized, the tendency 
is for the physician to focus on the therapeutic role, confining 
his practice to care of the mother and/or baby who is at risk. In 
Holland midwives are considered equivalent to general practitioners 
(Kloosterman, 1968) whereas in Chile midwives are regarded as having 
a professional level between the family physician and the obste- 
trical specialist (Viel, 1968). Regardless of this variable pro- 
fessional status, midwives are recognized as independent practi- 
tioners in all countries except Canada and certain parts of the 
United States (Maternity Care in the World, 1966). In those 


countries where nursing training is a prior requirement for mid- 
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wifery training, the curriculum and midwifery roles are similar 


(Maternity Care in the World, 1966). 


Due to the fact that Canada does not officially recognize 
the midwife, such practitioners are nonexistent except in northern 
nursing stations (Keith, 1971). Midwives who fill posts in these 
nursing stations are either recruited from other countries (Great 
Britain, Australia, New Zealand, etc.) or are Canadians who have 
been trained in other countries or trained as northern nurse prac- 


titioners,. 


Criteria of Midwifery Function 

Although officially nonexistent in Canada, the role of 
midwives in the health delivery system is gaining increased attention 
(Munro, 1969; Hayes, 1971; Schmidt, 1972). Since physician and 
midwifery roles are closely tied, any possible future use of mid- 
wives requires a definition of those skills which would be embodied 
in the competent practice of their expected role. The purpose of 
this study was to describe a domain of midwifery tasks in terms 


of the skills required. 


The best way to describe competency was considered to be 
in terms of behavioural objectives with which specialists could 
agree or disagree, using midwives and physicians as specialists. 
Agreement was in terms of necessary skills. The delineation of 
necessary skills was considered to be researchable, whereas the 
delineation of the sufficient skills of midwives was not. It is im- 


ortant to note the definition of 'necessary" in terms of this study. 
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If an objective described a skill which all competent midwives must 
be able to perform, then it was considered to be necessary. Accordingly, 
any person who could not perform any skill regarded as necessary, was 


by definition incompetent. 


The panel of validating specialists was composed of nurse- 
midwives (i.e., they had a complete nursing training as a prerequisite 
to their midwifery training) selected from countries with similar socio- 
economic standards, and comparable health delivery systems to Canada, 
and Canadian physicians. The physician panel members were confined to 
Canadian representation since their opinions were assumed to be more 
representative of the Canadian physician at large, than an international 


panel. 


The objectives selected by this panel as being necessary skills 
for midwives were Hons ered to be a start to evolving basic criteria 
of competent midwifery practice in Canada. To illustrate how the health 
care system could measure the attainment of some of the ''necessary" 
objectives, certain validated behavioural objectives were incorporated 
into a simulation program (using the IBM 1500 Computer Assisted 


Instruction (CAI) system). 


Limitations of This Study 


Qwing tov the fact that the: selection process (forthe! expert 
panel members (both nurse-midwives and physicians) was not randomized, 
the panel's decisions cannot be generalized to all their colleagues 


or their countries. Even so, validation of the behavioural objectives 
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by such a widely disparate group gives some basis for stating that the 
domain of tasks agreed upon by this panel does describe skills which 


would be required in Canada for competent midwifery practice. 


A further limitation is associated with the validation process 
in respect to the definition of "necessary skill." Although each 
panel member received explicit instructions as to this definition, 
one cannot be assured the experts actually did differentiate 'necessary" 
from 'desirable.'' Comments such as, 'It would be nice to consider this 
necessary but it isn't really!'' would lead one to suppose that the 
discrimination process did occur, but this may not hold true for each 


expere'S Opingon On veach) objective. 
Summary 


Inasmuch as there is a need to identify and assign competency 
levels, together with their associated functions and responsibilities 
for specified work groups, this study was undertaken to ascertain the 
necessary tasks for competent midwifery practice. Necessary tasks 
were defined in terms of behavioural objectives validated by a panel 
of subject matter specialists as skills which all competent nurse- 


midwives must have. 


Limitations were placed on the generalizability of the findings 
of the study because of the non-random selection of the panel of 
specialists. Consideration was also given to the possibility that 
panel members did not adhere to the criteria established for "necessary" 


during the validation process. 
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The steps taken to validate the objectives and to develop the 
demonstration simulation program are described in Chapter III, while 
Chapter IV contains the analysis and interpretation of the specialists' 
responses. Before progressing to these topics, the reader is referred 
to a review Of Selected literature (Chapter II) which the writer used 


as references in developing the format of this study. 


CHAPTER: I] 
REVIEW OF SELECTED LITERATURE 


Valid objectives describe the knowledge-skill components re- 
quired for competency in the work situation and should form the bases 
for determining the functions and responsibilities of a work group. In 
the following review of selected literature the investigator has focused 
on the establishment of behavioural limits on a work group (nurse- 
midwives) for which criteria can be formulated, the development of 


criteria, and the use of criteria for evaluative purposes. 


Limits of Criteria 


The work group of midwives or nurse-midwives is a recognized 
independent profession in most countries of the world outside of 
Canada (Maternity Care in the World, 1966; Bayes, 1968; Hayes, 
1971). Each country trains midwives to function in a manner 
acceptable to its own medical profession, patients, and manpower 
resources, with a consequence that midwives can be classified 
into four categories (Ainstein, 1968): (1) birth attendant, (2) 
midwife, (3) rural midwife, (4) nurse-midwife (this latter group 
is the only one to incorporate a full nursing training). It is the 
nurse-midwife who practices in most of the developed countries 
such as Great Britain, Ireland, Scandinavia, Australia and certain 
parts of the United States. In these countries the midwife is 


considered to be part of the maternity team, midway between the 
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nurse and doctor (Maternity Care in the World, 1966; Bayes, 1968; 


Lambertson, 1969; Forgotson and Forgotson, 1970; Lindencrona, 1971). 


The basic knowledge and skill clusters concerning obstetrics 
are generic for both physicians and midwives (Kloosterman, 1968; 
Viel, 1968; Lambertsen, 1971), and diverge with increasing special- 
ization, the midwife concentrating on supportive and sustaining 
measures, the obstetrician concentrating on therapeutic measures, 
It is the degree to which there is deviation from the normal life 
processes or deviation from a predictable physiological response that 
should regilate the supervision of care (Lambertsen, 1968; Maeck, 
1971). Although Lang (1969) maintains that the obstetrician still 
carries final responsibility where there is any deviant response, 
Bayes (1968) states that ''. . . all midwives should have a basic 
understanding of obstetric practice [p. 123].'' It follows from 
Bayes' position that there is a definite need to clarify the precise 
role and necessary skills of a midwife if she is to be adequately 


trained and licensed to practice in Canada. 


It has been suggested that midwives should be introduced 
into the Canadian health care service (Munro, 1969; Bruser, 1970; 
Hayes, 1971). Negative physician attitudes to this suggestion 
appear to be based upon (1) a threat to their professional status 
(Schmidt, 1972), (2) a fear that the family physician would have 
diminished responsibility for obstetrical care (McWhinney, 1972), 
and (3) the medico-legal and financial implications of a new 


category of worker (Korcok, 1972). Furthermore it has also been 
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maintained that ". . . physician service is better than midwives 
[Korcok, 1972, p. 2]"; nevertheless this is an assumption which 

has not been proven. The fact remains that opinions are changing, 
as is shown by the Society of Obstetricians and Gynaecologists of 
Canada proposal to open discussions with other professional assoc- 
iations to establish guidelines in the area of curriculun, training 


programs, and accreditation of maternity nurses (Schmidt, 1972). 


In order to facilitate further discussion, this study 
focused on the definition of necessary skills for competent mid- 


wifery practice, in the manner previously described (cf.pp. 3, 4). 


Development of Criteria 


The introduction of a new work group (e.g., nurse-midwives) 
into the health care system could result in complex problems assoc- 
iated with altered manpower utilization. To help reduce the problems 
Light (1969) recommends that a task analysis be performed for each 
new work group. The degree of knowledge and judgement required and 
the kinds of skills needed for the accomplishment of a task are 


incorporated into the analysis. 


The degree of knowledge is a difficult analysis to make 
because it implies both a measurement factor (degree) and a concept 
(knowledge). Taxonomic hierarchies were initially constructed by 
Bloom, et al. (1956) and Krathwohl, et al. (1964) for the cognitive 
and affective domains and were further developed (Bloom, et al., 
1971) and expanded, to include the perceptual and psychomotor domains 


by Baldwin (1971). But Nettler (1971) argues against such 
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specificity stating that ''To have knowledge is not the same as to have 
information, or to be familiar with, or to be aware of, or to exhibit a 
competence [p. 18]."" In fact, Gagne and Paradise (1961) propose that 
knowledge is an inferred capability resulting from the performance of 

a class of measurable tasks and Ebel (1965) extends this definition 
beyond specific measurable tasks into areas or problem solving, decision 
making, explanation and prediction. Furthermore, if one accepts the 
premise that knowledge is an inferred capability associated with the 
performance of a task, then it is the integration and utilization of 
accumulated facts and competencies which are the components of knowledge. 
Therefore, a task can only be regarded as complete if the relevant facts 
and competencies are present, and proficiency in a task demonstrated 


by an automatic response (Baldwin, 1971). 


The literature indicates how one can develop a bank of tasks 
for a given profession through the development of objectives which 
describe the behaviour expected in the performance of these tasks. 
Statements of the objectives must be worded in a reasonably concise 
Manner, as accurately and unambiguously as the precision of knowledge 
allows (i.e., uniform meaning) and at an appropriate level of gen- 
eralizability (Ebel, 1965; Eggleston and Ken, 1969; Thorndike and 
Hagen, 1969). Mager (1962) recommends three elements which should 
be incorporated into each objective: (1) specific observable beha- 
viour; (2) important conditions under which the behaviour is expected 
to take place; (3) specific criteria for acceptable performance. 
Atkins (1969) and Ammons (1969) argue that certain desired out- 


comes (e.g., problem solving, decision making) cannot be described 
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in behavioural terms. Accordingly, Ammons adds a fourth criterion 
to Mager's list, one designating non-observable behaviour which 


ite - can be inferred according to definitions agreed upon by those 


involved [p. 911]." 


If one accepts the positions of Mager, Atkins and Ammons, 
objectives can be developed for task criteria which describe both 
observable and non-observable behaviour. In areas of specialization 
these objectives must be agreed upon by experts in the field, and 
considered to be necessary areas of knowledge: (1) they must be 
acceptable as established truth by a preponderance of experts in 
the field; (2) they must be regarded as the proposition most worthy 
of knowing and remembering by a majority of experts in the field; 
(3) they must express principles and ideas not generally known by 


those who have not studiedtin thesfield (Ebel, 119653ep.s144)* 


The above three criteria of Ebel are the basic steps in the 
establishment of content validity -- that is ". . . what the best 
and most expert judgement consider to be important knowledge and 
skills [Thorndike and Hagen, 1971, p. 165]." Content validity is 
of supreme importance in achievement and proficiency testing (Dubois, 
1954; Technical Recommendations of the American Psychology Associ- 
ation, 1954; Anastasi, 1961; Ebel, 1965; Gronlund, 1970; Thorndike 
and Hagen, 1971; Hazlett, 1972), therefore Bloom and Hastings suggest 
that ". . . if you get 75 percent agreement or better [among experts] 


you can feel comfortable about content validity EDs! Olek 


Therefore, a domain of tasks for a specialty field can be 
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formulated by (1) developing behavioural and nonbehavioural objec- 
tives, and (2) having content experts decide upon their relevancy 

and utility to their particular field of specialization. Subsequently 
the validated objectives would be the criteria for measuring accept- 


able performance in that specialization. 


Use of Criteria for Evaluation 
Traditional testing methods adapted from the areas of general 

education may not be adequate or effective in measuring behaviours 
which have been described according to Mager's criteria (cf. p. 10). 
Entrance to health professional schools is generally based on norm- 
referenced tests with admission limited to those in the upper per- 
centile ranks. Consequently there is a certain degree of homogeneity 
in the intellectual and behavioural capabilities of selected students 
(Garvin, 1971). However, the major factor in norm-referenced exam- 
inations is the need for variability within the test in order to 
display a relative comparison or spread among individuals (Glaser, 
1963; Popham and Husek, 1969). It has been argued that in a fairly 
homogenous group a spread is artificially forced, resulting in ranks 
that have little to do with students'relative knowledge levels 
(Goldstein, 1958). Glaser (1971) agrees with Goldstein's argument: 

Test construction practices often lead to tests comprised of 

tasks that tend to distort interpretations about the capability 


of the examinee with respect to a clearly defined domain of 
performance standards [p. 44]. 


It has therefore been suggested: 
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If we must select individuals to perform a given task at some 

fixed standard of competence, no matter how many or how few 

qualify, the criterion-related measurement is indicated 

[Garvan, 49713 perol]. 
Moreover, evaluation of terminal behaviour in the health professions 
is also associated with certification to act as a practitioner. 
Fuerst (1958) proposed that traditional certification practices 
could be improved by reporting achievement levels ". . . which in- 
dicate demonstrated levels of competency rather than the relative 
standing in the group [p. 13].'' Garvin (1971) also endorsed this 
technique for making informed decisions when certain tasks must 
De_pertormed at° a specifically high level. 

If public safety, economic responsibility, or other ethical 

considerations demand that certain tasks be performed only 

by those 'qualified' for them by formal instruction, the 

criterion-referenced measurement of the outcome of such in- 

struction is closely indicated. The criterion here is the 

licensing standards of the profession involved [p. 62]. 

A criterion-related measuring instrument concentrates on 

the characteristics and properties of present performance in a 
particular specialization (Glaser, 1963, 1971; Simon, 1969). It 
is appropriate therefore for the content of a test to be based 
upon behavioural objectives judged as being congruent with task- 
level requirements by subject matter specialists (cf. p. 10). 
Clearly, then, if the focus is on whether or not an individual possesses 


a particular competence, no constraints are placed upon how many 


possess the skill. 


Although criteria referenced tests are not concerned with 
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the statistical problems of group homogeneity, such tests do not 
necessarily solve the problem of transfer to real life situations. 
Ideally, test items should be constructed in such a manner that 

they elicit the behaviour described in the validated objective (Dahl, 
197 lsePopiams 1O715-Hazlett 91972) ca« Thatadstossay ,«itidsenotesuf- 
ficient that criterion-referenced tests be based solely on validated 
objectives; rather, one must also be able to assume that in order 

to answer the test item correctly the student must call on the same 
skills specified in the objectives. This latter criterion may not 


be well achieved by pencil and paper tests (Charvat, 1968). 


A possible solution to the problem of evaluating meaningful 
criteria which relate to clinical competence is to utilize simulation. 
Gagne (1962) delineated the value of simulation: (1) it attempts to 
represent a reali situation, (2) it provides the user with certain 
controls over the operational situation, (3) it is reliable upon 
repeated samples because the uncontrolled variables of real life 
have been reduced, (4) it can effectively carry out the practice of 
essential motor skills, procedures, and decisions that put "know- 


ledge" into practical action. 


The development of a simulation program which is in accord 
with specified behavioural objectives would appear to resolve some 
of the problems attendant to the evaluation of competency in the 


real life situation. 
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Summary 


This review of selected literature has included the work group 
of midwives, their status in Canada and the manner by which a domain 
of tasks associated with competent practice could be established. The 
development of criteria from the knowledge-skill components of tasks 
was described in terms of a modification of Mager's standards for 
compiling behavioural objectives. The use of behavioural objectives 
as a basis for evaluation was discussed in terms of criterion- 
referenced tests and simulation was suggested as a method of eliciting 


meaningful achievement levels delineated in the objectives. 
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CHAPTERS IIT 
DESIGN OF THE STUDY 


Following a selected review of the literature (Chapter 11), the 
assumption was made that the development of behavioural objectives was 
a concrete method of establishing a domain of tasks for a specific work 
group (cf. p. 10). Acceptability of the objectives. was a task for sub- 
ject matter experts (cf. p. 11) with the content validation criterion 
of seventy-five percent agreement being recommended (cf. p. 11). 
Furthermore, it was presumed that validated objectives could be used 
as a basis for the development of criterion-referenced tests, simu- 


lation being -considered<the preferred, testing method (cf. p. 14). 


tne focigof.the following ‘chapter are depicted in Figure 1; 
(1) the development and validation of the objectives, and (2) the 


transfer of validated objectives to a criterion-referenced test (cf. p. 13). 


Development of the Objectives 


A nurse-midwife is part of the obstetrical team. Her education 
presumably encompasses both nursing and basic obstetrical skills. Even 
though there are indications she can practice independently when pa- 
tients exhibit no deviation from the normal, the midwife presumably 
should practice in liaison with a physician in order to expedite the 
referral of abnormalities to that physician. Therefore, tasks related 


to the function of nurse-midwifery not only encompass both nursing and 
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Background for development of objectives 


Examination Standard 
questions texts 


Investigator 


International Canadian 
midwives physicians 
"Necessary" behaviours compiled 
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Development of simulation program 


1. All 'necessary" behaviours of Part 
One developed into a simulation 
format. 


2. Computer program developed from the 
simulation format. 


Validation of the computer program 
by the pretest panel 


Curriculum experts of the Northern 
Nurse program. 


Graduating students of the Univer- 
sity of Alberta Northern Nurse 
program. 


Figure 1. 


DEVELOPMENT AND USE OF MIDWIFERY OBJECTIVES 
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basic obstetrical skills, but also the ability to recognize deviations 


from the normal during the maternity cycle. 


To develop midwifery objectives this investigator (1) drew 
upon her own experience (R.N., S.C.M., B.N.; three years as a prac- 
titioner, 10 years as a clinical instructor), (2) investigated 
published essay examinations of the Central Midwives Board (England 
and Wales) (Myles, 1972), and (3) referred to standard midwifery and 


obstetrical texts (e.g., Eastman, 1966, Myles, 1972). 


The description of tasks for the midwife was divided into 
five parts: (1) initial prenatal visit at the end of the first 
trimester; (2) prenatal care; (3) labor and delivery; (4) newborn 
and infant care; (5) maternal puerperal care. Behavioural objectives 
were developed for each of these five periods according to Mager's 
(1962) and Ammons' (1969) criteria (cf. p.10). For example, the 
nurse-midwife would be expected to estimate the weeks of gestation 
(specific observable behaviour) within a two week period (specific 
criteria for acceptable performance) by locating the level of the 
uterine fundus in the abdominal cavity (conditions under which the 
behaviour would occur). It is important to note that not every 
objective specified the condition under which the behaviour would 
occur; rather, such conditions were tacitly described in the titles 
of various subheadings. Even though each objective was confined to 
a specific behaviour, many objectives were inter-related; for example, 


(1) during the initial prenatal visit the nurse-midwife interviews the 
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mother and asks the mother the date of the first day of the last 
menstrual period, and (2) with this information the nurse-midwife 


must use Nagele's formula to calculate the due date of delivery. 


Objectives not only described observable behaviour; non- 
observable behaviour was also included in the objectives under the 
designate "to know.'' In this study knowledge was considered to be 
a body of facts which were likely meaningful and useful in a given 
Situation because they were a proven truth. This knowledge was 
considered so germane to the field of midwifery that the achievement 
of this objective would be demonstrated by a non-cued response. In 
other words, it was assured that the midwife should have such know- 
ledge at her 'fingertips' and could manifest a spontaneous response. 
The following example will illustrate objectives that describe the 
non-observable behaviour "to know.'' Recall that the midwife was to 
calculate the due date of delivery using Nagele's formula (cf. p. 18); 
in addition to this the midwife is expected "to know" that the due 
date is an estimate and could be up to two weeks incorrect. Therefore, 
the knowledge objective incorporated factors which could modify the 
observable behaviours and may be the crucial elements of problem- 


solving and decision-making. 


In order to facilitate the validation process by the panel of 
experts, content coherent objectives were arranged to follow from one 


another sequentially. This format facilitated the identification of 
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invalid objectives without necessarily invalidating a total content 
coherent area. The following example will illustrate this latter 
point. 


1. Ask the mother if 
a. her membranes have ruptured 
b. she is having contractions 
c. she has any ''show"' : Stab aes 
i. Know that membranes can 1 rupture prematurely 
and prior to labor 
a) If the mother states that hee moueraies 
have ruptured ask 


(i) ethe@timeptheyarupturedgrahte.th Caaede, .At 
(11) the amount and color of the 
daschargedwfluidkeid.ic tase 
b) Calculate the length of time ie Aetbemce 
have -beengruptured! ow at .eaveiehs wer sade. trorn-- 


Thus an expert could classify 1.c.i.a)(i) as necessary and 1.c.i.a) (ii) 
as not necessary even though these two objectives were associated in 
content. This format also facilitated the identification of incon- 
sistencies in the experts' responses; for example, if a content expert 
considered l.a not necessary but classified l.c.i.a) as necessary, 

then one could assume the validator was not rigorously exercising 


his judgement. 


Validity is the criterion for not only judging a test (Ebel, 
1961) but also the objectives upon which the test is based (Ammons, 
1969). Content validity is particularly associated with the type of 
behaviour involved (Technical Recommendations for Psychological Tests 
and Diagnostic Techniques, 1954). Since content validation of objec- 
tives is a task for content specialists (cf. p. 11), a panel represen- 


ting expert judgement was formed. The investigator decided that the 
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midwives on this panel should be an international group, rather than 
exclusively Canadian because of the severe limitations placed on the 
practice of midwifery in Canada. The criteria for national selection, 
other than in the case of Canada, were (1) the practice of normal 
obstetrics was performed by "nurse-midwives" (cf. p. 7), (2) the 
practice of nurse-midwifery was an acceptable part of the delivery 

of health care in that country, and (3) the socio-economic climate 

of the health care system was reasonably comparable to Canada. At 

the International Congress of Midwives held in Washington, D.C. in 
the fall of 1972, a non-random selection of midwives was made from 
among those in attendance; selection was based upon the willingness 

of the midwives (from countries meeting national selection criteria) 
to participate. The countries selected and the positions and qualifi- 
cations of the nurse-midwife panelists are depicted in Table 1. Each 
panel member was approached personally by the investigator and the 
criteria for validation explained" (cf: p. 3). “One"section of the 
objectives was presented at this time and the remaining objectives 
mailed at a subsequent date. Two midwives from Canada were included 
on this panel, both involved with the preparation of nurse-midwives 


for the Northern Health Services. 


The physicians on the panel had not necessarily been educated 
in Canada but at the time of validation were practicing in Edmonton, 
Canada. Some had worked with midwives, while others were only fami- 


liar with the practice of midwifery as a theoretical concept. There 
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Table l 


MIDWIFERY PANEL: COUNTRY, POSITION 
AND QUALIFICATIONS 


Country Position Qualifications 
1. England Assistant Matron Tutor Soko Ne wovGoM.. 5 MoT .D 
RtliePe Ae Gere. 
2. England Senior Nursing Officer; Sait Neve or G. Me eM eke. 
Midwifery 
3. Canada Nursing Officer; Federal ReNe aD Nise Moos eG NM 
Government 
4, Canada Assistant Professor, RNS boo, Moo, GIN.M. 
Northern Nurse Program 
5S. Australia Ward Sister R.N.,.5.C..M 
62. Ireland Midwife Teacher See Neg oes. oe Meth Ds 
7. New Ward Sister; Neonatal SaR,N. 4 aon 
Zealand Tutor 
8. Norway Ward Sister RONG Gee 
9, U.S.A; Instructor of Nurse- RON Ys Be oog. Meee, U.NeMs 
Midwifery 
TOn US eas Supervisor of Nurse- RUNGE Bios ohtor,. Gas. 
Midwifery 
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was no random selection of physicians; participation was based solely 
on their willingness to cooperate and that their practice included 
giving care to the parturient woman (general practitioners and obste- 
tricians) and the newborn (general practitioners, obstetricians and 
pediatricians). The positions and qualifications of each physician 


are given in Table 2. 


It is important to note again that the criterion which the 
panelists were to use in validating each objective was that they had 
to consider the objective necessary for competent midwifery practice 
(cf. p. 3, 4). Although most, if not all, of the objectives could be 
considered ''desirable'' for midwifery practice it was emphasized that 
if all midwives did not have to have the skill or knowledge, then 
that objective could not be considered "necessary" (cf. p. 4). In 
order to be researchable, behavioural objectives developed by the 
investigator for validation could not encompass every necessary 
behaviour; each panel member was assured that the bank of objectives 


was not sufficient. 


At least 75% agreement amongst panel members was chosen as 
an acceptable level for content validation (Bloom and Hastings, 1S7Ay 
Only those objectives which attained this criterion level for both 
midwives and doctors would be retained, although objectives which 
met the criteria in one group and not the other would highlight areas 


of controversy. 
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Table 2 


POSITION AND QUALIFICATIONS 


10. 


Obstetrics and Gynaecology 


Assistant Professor, Pediatrics M. 


Position Qualifications 
. Professor Emeritus, Obstetrics Be Acs eM. Deh FURY GL Se (Cpe 
and Gynaecology PoRsG.02G..0 PrA.C,. 62, E.A.C.0.G 
. Associate Professor, Obstetrics BroOGe MeO bakin ares, 
and Gynaecology FRG. CG) 
Clinical Instructor MODI, BOR. G.S. (G) 
. Associate Clinical Professor, MiDS, F.R.G.S.(C) 
Obstetrics and Gynaecology 
. Assistant Clinical Professor, MoD. MORZC.O,G.,) FR... (GC) 
Obstetrics and Gynaecology 
. Family Clinic Staff MiGeF Pee MiB A oC. Bie, 
UD ReCs0sGy, (O50 SIesP 
. Clinical Instructor BLA.O SG ye oR uC. al G) 
Associate Professor, Community MiDe, (CsGsreP. 
Medicine 
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Development of a Criterion-Referenced Test 


A criterion-referenced test (cf. p. 13) was developed from the 
validated objectives of the first part of the Objectives for Midwifery 
Practice (cf. pp. 55-55) in the form of a simulation program. Although 
various methods of simulation have been described (Rimoldi, 1963; 
Williamson, 1965; Charvat, 1968; Rossall, 1971), computer simulation 
appeared to provide the greatest flexibility in portraying real-life 
Situations. The computer used (IBM 1500 Instructional System) has the 
following facilities: (1) a television screen upon which messages 
can be displayed and which is sensitive to light pen interaction; 

(2) a screen for displaying slides; (3) a typewriter keyboard by 
which messages can be delivered to the computer; (4) a sound track 


from which audio messages can be played. 


The simulation program included all the validated objectives 
and was constructed in such a way as: (1) to allow for the collec- 
tion of information in a manner similar to an initial midwife-patient 
encounter; (2) to ensure that decisions pertaining to information 
about the patient were sequential and interdependent; (3) to allow 
for a variety of pathways to obtain information and also a variety 
of responses (depending upon the subjects soaps to the situation) ; 
(4) to assess those behavioural objectives which began with the 
phrase ''to know'' by presenting questions which required a non-multiple 
choice response; (5) to make each decision binding on the midwife in 


the scoring scheme. 
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Included in the program is a ten minute introduction designed 
to (1) familiarize the subject with the response modes incorporated 
into the program; (2) diminish the novelty effect through practice 
with the IBM 1500 terminals; (3) delineate for the subject the meaning 
of specific terms used in this computer simulation, namely "essential," 
WOrsincerest,”’ “of no value," “hich risk," and “low risk.'" These terms 
are used at specified points in the program to categorize information 
that has been obtained by the midwife. "Essential" means that adequate 
care cannot be given without this information. "Of interest" means 
the information aids in the giving of care but is not vital. "Of no 
value" means the information has no effect on care. "High risk'' means 
there is potential danger to mother and/or infant. "Low risk" means 
that on the basis of present information the chances of a dangerous 


Situation are minimal. 


After the ten minute introduction, an explanation of the 
obstetrical situation to be considered is presented following which 
the midwife taking the simulation is brought to a major decision point. 
Following directly from the sub-headings of the validated objectives, 

a competent midwife would choose the most appropriate and logical 
order of obtaining information from among the following choices: 

(1) obtain a history from the patient; (2) perform examination on the 
patient; (3) perform laboratory tests; (4) teach the patient; (5) 
query the physician; (6) compile the pregnancy history. The subject 


taking this simulation is branched by the program to further decision 
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areas and related questions from each of the six choices listed above, 
and at the end of each section (with the exception of the sixth) is 


able to return to this main decision point. 


An example of the process by which information can be 
gathered in this simulation is illustrated in Figure 2. From the 
main decision point (Figure 2, step 1) a competent midwife would 
first elect to obtain a history from the patient (step 2), and 
then obtain the obstetrical history (step 3) from which the men- 
strual history would be selected. Finally, the patient would be 


asked the date of the first day of the last menstrual period (step5). 


Up to this point the route taken would be chosen by the midwife. 
Steps 6 and 7 in Figure 2 are questions generated by the computer. 
In effect, however, steps 4, 5, 6, and 7 incorporate a section of 
validated behavioural objectives (cf. Appendix A, p. 54). At the 
conclusion of step 7 the midwife would be returned to step 4 by 
the computer. At this decision point alternate routes can be 
chosen or, if none are desired, the midwife would be returned to 
step 3. This same process would be repeated at each decision 
point until the midwife returned to the main decision point (step 1). 
The amount and type of information accumulated by the midwife is 
therefore controlled through the choices made at each decision 
point: since the choices, pathways, and answers required in this 
simulation reflect behaviour required by a competent midwife, this 
simulation was considered to be a legitimate measure of midwifery 


practice in the first trimester. 
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Main Decision Point 
Obtaining a history from the patient 
Performing examinations on the patient 
Performing laboratory tests 

Teaching the patient 

Querying the physician 

Finished 


ee ee 
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btaining a History from the Patient - 
1 Medical history 
2 Surgical history 
3 Family history 
4 Psychiatric history - 
59 Social history 
6 
7 


) 
Ze 
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aes 
a Obstetrical history 
Finish 


of obstetrical history for which you 
require information 
Previous abortions 
Previous stillbirths 
Previous pregnancies 
Menstrual history 
Congenital anomalies in infants 
Complications during previous pregnancies 


go to 2¢ Finish query 
+ elect those topics which you wish to have 
answered concerning menstrual history 
4.1 Frequency of cycle 
4.2 Length of cycle 
4.3. Dysmennorrhoea 
4.4 Menarche 
455° Date ot tirse day "or aasemenstrual period 
©€0 €0O 35¢€--s2—- 34.26 Finish query 
i) TAPED VOICE RESPONSE TO QUESTION 
That was October 29, 1972. 
6 Instruction: Use Naegele's formula and 
type in the calculated due date of delivery. 
[The answer is typed for computer analysis.] 
7 Question: In terms of the actual date of 
delivery type in the degree of accuracy you 
go to 4¢------ —---|- would give the due date calculated. 


[The answer is typed for computer analysis. 


Figure 2 


ILLUSTRATION OF THE SIMULATION ROUTE PROGRAMMED FOR 
ONE VALIDATED BEHAVIOURAL OBJECTIVE 
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In order to estimate whether subjects are able to identify 
important information the midwife examinees are also asked to decide 
if certain data are essential, of interest, or of no value (cf. p. 26). 
If the midwife believes the datum obtained is essential or of interest 
she may be asked to classify the patient into a high or low risk 
category (cf. p. 26) and then decide the course of action to be 
taken. It was assumed such decisions would indicate whether or 
not the midwife is able to recognize situations which are beyond 
her level of competency and make an appropriate referral. An 
automated scoring system is included in the program. Marks are 


given for correct responses and are subtracted when the midwife 


is unable to recognize essential information, a high risk situation, 
and/or takes inappropriate action (presumably demonstrating that 


"necessary'' behaviours are not known). 


Establishment of Face Validity 

The simulation program was pretested by eight nurses and 
one doctor who were involved in the Canada-wide curriculum planning 
for the Northern Nurse Practitioner Program which incorporates a 
nurse-midwifery component. These personnel were from the Univer- 
sities of Alberta, Manitoba, Saskatchewan, Toronto, Western Ontario, 
McGill, and Sherbrooke. Following the simulation program this panel 
completed a modified questionnaire used by Hazlett (1972) and 
Steele (1968, 1970) in order to estimate the face validity of 
this simulation for measuring the necessary objectives for nurse- 


midwifery practice. Parallel item format was used to establish 
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reliability and validity estimates. In addition opinions were soli- 
cited from eight students who were in the final weeks of the University 
of Alberta Northern Nurse Practitioner program. They each took the 


simulation program and completed the questionnaire described above. 


Summary 


The first section of this chapter dealt with (1) the develop- 
ment of behavioural objectives in the format recommended by Mager 
(1962) and Ammons (1969); (2) the selection of the panel of experts; 
and (3) the criterion used by the panel to establish content validity 
associated with necessary tasks of nurse-midwifery. In the second 
section, the development of a criterion-referenced computer simulation 
test was discussed, in particular the method by which the validated 
behavioural objectives were integrated into the simulation program in 
order for it to be used as an evaluative tool for measuring the 
attainment of objectives. Finally, the process of estimating the 


face validity of the testing tool was explained. 
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CHAPTER 4 
RESULTS, CONCLUSIONS, AND RECOMMENDATIONS 
Introduction 


For this study a criterion of "necessary" tasks for competent 
midwifery practice was used by a panel of experts for accepting or 
rejecting the behavioural objectives; if 75% or more of the midwives 
and if 75% or more of the doctors accepted any objective, it was then 
classified as a validated (that is, necessary) objective for midwifery. 
A criterion referenced test (cf. p. 13) was also developed from Part 
One (cf. pp. 53-55, Appendix A) of the validated objectives; subjects 
who took this test filled in a questionnaire which attempted to mea- 
sure the face validity of this test. The results of all of the above 
processes will be presented in this chapter under the following 
headings: (1) validation of the objectives; (2) objectives considered 
necessary; (3) objectives considered unnecessary; (4) validation of 
the criterion referenced test; (5) conclusions and recommendations 


arising from the study. 


Validation of the Objectives 


The behavioural objectives compiled according to Mager's 
(1962) and Ammons' (1969) criteria were distributed in five parts. 
The return rates of each panel member are shown in Table 3 (midwives) 
and Table 4 (physicians). In general, the midwives were more coopera- 
tive than the physicians in returning the completed parts. It should 


be noted that any section which was returned was completed by the 


aes [ee 


- 


‘sSneteqnos 40% 2%e53 roviin goad to gohaezito 8 xbuze ais to¥ 
to! BHESqpoIS ToT 2rtoqus to Ignnq s Yd been eaw evitostq (tetivbia — 
eaviWhlm Ot to atom so P2t Yi jzavtootdo Intwoiveded off grézsetex 
nous aew Fi ,ovitseido yos betgevo8 ators0b. sit 4o svom ro #2N 3 a 
pre tubimn 108 avizsotdo (yieezaoen 2f sant) Letabilev yw es beftizento 
reat Mott begoisveb ozs enw (8l «gq ta) d2es3 beonerste? sotretiw: A 
ssouidus /eeVitcatdo borubtisy gift to (A wibreqgh .c2-£2 oq 25) wnt 
sggm od hatgmssss disidw stisnnoitesnp #& ni belli Fess aint food oflw 
evade ol Yo ITs to 2iiuesr silt von 2ind to “rhrlev sosi oat aie 
gnliwert od aris tebnu wetqerla eida ot besnseory ad ifiw 292200079 7 H 
betabienos govitostdo cs zovrsaeide af3 to noitebiley (f) egntbesd 
to noitsbiiev CB) ;viseeoosnn betehrenoo 2evissardo (é) ereeasen : 
etoisnbnsmnoost brs enoteulonos (2) (tat bsonstetet noivesito os 


.vbuae siz mor goieits ee 


esvitoscdO ent So :uobtabi lav, : 


2'regsM o3 gnibtosos bel tqmon 2avitoetdo Iswioivered oat 
ae ovit ai bedudizaedih stew sirextse (ever) ' 2homimA jak (soe) 
(edubab io) &: ‘oldat aE niworle, ove tec «ta on 20 soba roan ot 


“4 


=352 —_ 
Table 3 


RETURN OF VALIDATED OBJECTIVES 
BY MIDWIVES 


ae I II Tat IV V 
1. England x x x 
2. England X x x x x 
3. Canada x 52 x x x 
4, Canada x 
os, Australia x Xx x x x 
6. irerand x x x x x 
7. New Zealand x X x X X 
8. Norway x X X x xX 
9. United States x x x x x 
10. “United States x 

Table 4 


RETURN OF VALIDATED OBJECTIVES 
BY PHYSICIANS 


Physicians* i, 2 a Ln oe 
i X X X X 
2 X Xx x x x 
3 ne xX x X 
4 x 
5) X 
6 X x 
i x X x 
8 x 
9 x 
10 X 


* Numbers correspond to the list of physicians in Table 2. 
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particular individual who did the validating. 


Recall that the criterion of acceptability for content vali- 
dation was that at least 75% of the midwives and 75% of the doctors 
had to regard the objective as "necessary" before it could be classi- 
fied as a midwifery objective. Since only three physicians completed 
Part Five,the requirement for validated objectives in that section 


was actually at least 75% of midwives and 100% of physicians. 


All objectives that were validated by the total panel (midwives 
and physicians) are cited in Appendix A; i.e., each of these objectives 
meets the above criterion of "necessary.'' If the panel of experts 
(1) was representative of both populations of midwives and doctors, 
and (2) did not deviate from the definition of "necessary" established 
for this study (cf. p. 4), one could assume that an individual who 
does not possess all the behaviours specified in Appendix A is not 
a competent midwife. Since this study did not provide controls on 
either the representativeness of the panel or the panel's tendency 
to deviate from the definition of "necessary," the objectives laid 
out in Appendix A must be viewed cautiously. Furthermore, the reader 
should note that some panel members suggested the inclusion of more 
objectives; accordingly the objectives in Appendix A cannot be used 
as a "sufficient" definition for competent midwifery practice. How- 
ever, if one considers (1) the purpose of this study was to develop 
a researchable number of behavioural objectives, and (2) that knowledge- 
skill elements of any profession are not static, and (3) that standards 


of competent practice change over time, then a larger bank of behavioural 


‘al ay: ai sheet: fh ale 2s apiiasarohbinaiste ar bed 
boveiqmés enpinkeydy sotds ylno samie .evisooido yrotivitm 6 26 belt 
nébtsee tett ni esvisse(do besabiley 104 wemeriuper orb ovll I1e4 


vameivieiq 2 #00L bad zeviwbim Yo fev tesol 25 YI louton enw 


eoviwbim) Lonsq tsyot silt yd boskhtisy gToW sask2 aovitsopdo [iA 
zovisootde seendt to dess ,.9.5 cA xrbaoqdA mt bstis sie (eae ko beysdq bas 
esreqns to fousg edt 31 " etpezgoen" Yo moitetiza svods oft atoom 
.21etoeb bos eeviwbinm to enoitsluqog djod to avisetnoestaaT eew (1) 
bedeiiWadee "yrs22s9en" to nofsiniteb onli mori sseiveh ton bib (S) bas 
oie (subivibnt ne edt omees bluor gno ¢(* .g 18) hue aid? «0% 
ton 2i A xibnaqgé ai beitissge sre ieded ont tis zeozeog ton 290b 
no 2lovtnos ebivorg 108 a ybute eidt sonre .etiwhie treteqeod & 
qomsbns? 2! fsasq diz! x0 baat! silt to ezenovidesnoeetgst on? tentis 
bist ¢svitooido sift " oyrs2<sogn" to motziarteb ent fort essivebh ot 
tsbs91 ety ,sromrenzrel .yizvoltuess ‘bowely sd-teum A Shik hepa ni 30 
stom to mnoleulont oft beteegaue erodingnt Isnsq ‘shhoz tent ston biwoite 
bezu sd Jonnes A xibseqqA ni eavitset do out ylansbie928 iene 
-WOH .s2idostq Yrstiwbim theteqsos tot noisinttsb “sHeiottine" S 28 
\ goleyeb or enw ybute 2ids to seoqrig art (1) siecle any 3i ,teve 

~sybaload sads (2) ‘bog Sie ey ugoLVe AoC 

ebsalinsse 20tts (2) bas apissse cial =m con 
date 4 ik fo epic | 


een 


objectives could be compiled through a similar validation process with 
a regular pattern of review carried out to incorporate changing 


standards. 


Out of the 2437 objectives which were originally written by 
the investigator, (1) 2197 objectives (89%) were regarded as necessary 
by both midwives and physicians, (2) 28 objectives (1%) were regarded 
as not necessary by both midwives and physicians, (3) 146 objectives 
(6%) were regarded as necessary by midwives and unnecessary by physi- 
cians, and (4) 96 objectives (4%) were regarded as necessary by 
physicians and unnecessary by midwives (cf. Table 5). An examination 
of each of the five parts (cf. Table 5) gives some indication where 
the greatest areas of disagreement were found. Part One (Initial 
Ante-natal Interview) was reviewed by the largest number of physicians 
(7); only 75% of the objectives were regarded as ''necessary" by both 
midwives and physicians. In all other parts no less than 85.7% 

(and as many as 98%) of the objectives originally written by this 
investigator, were classified as "necessary" by both the physicians 
and midwives. It may well be that if all physicians had returned 
sections two to five, fewer objectives would have been classified as 
'necessary"' in this study. The reader should also note that Part 
Three (Labor and Delivery) shows the least amount of disagreement 


between the midwives and physicians. 


The findings do indicate a considerable amount of agreement 


between both professional groups as to the knowledge-skill tasks 
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Table 5 


ORIGINAL OBJECTIVES REGARDED AS "NECESSARY" AND 
"NOT NECESSARY'' BY MIDWIVES AND PHYSICIANS 
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Table 5 -- Continued 


Part Three 
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"necessary" for competent midwifery practice. Some panel members may 
have used a dual criterion in considering the objectives: (1) the 
"necessary" criterion, and (2) the content accuracy of the objectives. 
Even so, it is presumed that if the content was incorrect then the 


panel member would in no way consider the task "necessary." 


Due to international variations in midwifery practice, one 
might assume that the requirement of 75% agreement among the midwives 
used in this study would produce a larger number of "unnecessary" 
objectives than a national panel. However, the considerable agree- 
ment among the international body of midwives, (as well as between 
these midwives and Canadian physicians) tends to indicate that there 
is a core of knowledge-skill requirements for competent midwifery 
practice. Neverthe less the readeras reminded thatthe scricem a sror 
a country's selection was its similarity to Canada's social, economic, 


ands eal thicondi trons (ch. ip. 21"). 


Objectives Considered Necessary 


A large proportion of the 2167 objectives in Appendix A are 
in the "to know'' category. Most of the "to know' objectives are in con- 
tent coherent sections (cf. p.19) which include observable behaviours of 
a competent nu~se-midwife.It may be that there is an interrelation- 
ship between the "to know" objectives which could be associated with 
problem solving and decision making. For example, (1) knowing that 
membranes can rupture at different times during pregnancy, (2) knowing 
that the color of the amniotic fluid draining through the ruptured 


membranes can indicate the condition of the fetus, and (3) knowing 
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that the fetal heart rate can confirm the condition of the fetus, 
allows the nurse-midwife to set priorities on the tasks associated 
with assessment of a mother presenting with ruptured membranes. 
Furthermore, based upon the assessment findings and knowledge con- 
cerning prematurity, normal labor, and fetal distress, the nurse- 
midwife aan then also provide the correct ongoing care and supervision 
of the mother. The fact that panel members usually accepted all 
coherent ''to know" and "to perform!’ objectives may be one indication 
that the experts saw the need for the integration of knowledge and 


skills illustrated above. 


Objectives Considered Unnecessary 


The number of objectives which were originally written by 
the investigator but which were considered "unnecessary" by the panel, 
were 270 (11%). It should be noted that most "unnecessary" objectives 
were segments of a content coherent area. (For example, in a content 
coherent area comprised of twenty-five objectives, one objective was 
classified as '"unnecessary.") These "unnecessary" objectives have 
not been included in an Appendix because they become meaningless 
when removed from context. However, a general discussion of the 


characteristics of these objectives follows. 


Unnecessary: Midwives and Physicians 
The 28 objectives which both physicians and midwives regarded 


as "unnecessary" fell mainly under the subheadings of "examinations" 


and "management of care."’ Due to this relatively small number of 


objectives considered "unnecessary" no conclusions can be drawn. 
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Unnecessary: Midwives Only 


Some of the 96 objectives which midwives regarded as "unnec- 
essary'' but the physicians regarded as "necessary" describe "to know" 
behaviours. Since most ''to know" behaviours written by this investi- 
gator were considered "necessary," (cf. p. 37) it would appear that the 
midwives set some limits upon the amount of ''finger-tip" knowledge 
required for competent practice. Of the remaining objectives that the 
midwives considered "unnecessary" but physicians thought were "necessary", 
some describe observable behaviours associated with patient teaching. 
Since teaching has a cultural bias it is conceivable that there would 
be variations amongst countries in the area of patient teaching. 


Accordingly, an international panel would have difficulty in agreeing 


on the methods used to teach in spite of the fact that agreement 
could be reached concerning the "necessary" knowledge required to 


function as a competent patient teacher. 


Some objectives considered "unnecessary" by midwives but 
"necessary" by physicians were in the area of family planning. One 
midwife commented that it was necessary for a midwife to know about 
family planning but teaching it would involve many other factors 
(e.g., cultural, legal, perception .of the physician's, role, etc.). 
Another midwife considered the total section unnecessary and made 
the comment that she did not think it was part of a midwife's function 
to teach family planning. As this judge was a Roman Catholic sister, 
there may have been a religious bias involved. It is important to 
note that only midwives considered these behaviours "unnecessary" 


while physicians apparently felt that the teaching of family planning 
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was a "necessary" task for a midwife. This particular subsection 
should be examined on a national scale in view of the fact that 
Canadian physicians consider that a capable nurse-midwife must teach 


family planning. 


Medical terminology often tends to be unique to one geographic 
region (e.g., continental North America), and one particular group of 
objectives in Part Three were invalidated by the midwifery panel 


because three midwives stated that the terminology was unfamiliar. 


Unnecessary: Physicians Only 

One hundred and forty-six objectives were considered “unnec- 
essary'' by the physicians, but "necessary" by the midwives. Usually 
no observable trend, from the content point of view, was evident in 
these 146 objectives. Only one group of objectives was considered 
to be "unnecessary" by a large proportion of the physicians and these 
concerned the observation of a patient during the initial interview. 
This finding may have to be interpreted in the light of a general 
comment made by one physician. Questioning the level of practitioner 
being assessed, he stated that these were skills all nurses should 
possess and, in fact, some school children might also have them. 
Even though nurse-midwives are initially nurses this physician was 


in effect questioning the uniqueness of the skills described. 


In general it would appear that if nurse-midwifery is intro- 


duced into Canada, the knowledge-skill behaviours validated in this 
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study could form the basis of a midwifery curriculum and be used as 
licensing criteria in nurse-midwifery. If these objectives are to 
be used as licensing criteria, it is important that a test be devised 
which elicits the same behaviours as those classified by the experts 
aS necessary. Part One of Appendix A (cf. pp: 53-55) was used as the 
basis of such a test, the results of which will now be described. 
Validation of the Criterion 
Referenced Test 

In this study competency is the ability to demonstrate the 
behaviours cited in the validated objectives. The investigator 
assumed that simulation was a method by which such behaviours could 
be elicited. Therefore, it was important to establish the validity of 
the testing tool developed on the IBM 1500 system. The panel of so- 
called ''experts'' who pretested the program completed a questionnaire 
which presumably measured the face validity of the tool (cf. p. 74, 
Appendix B). It should be mentioned that only two of the panel were 
midwives and only one was closely associated with the practice field; 
however, all were involved in a program associated with midwifery. 
The questionnaire was also administered to the graduating students in 
the University of Alberta's Northern Nurse Practitioner program. 
pivoueh these students had one-third of a four month program devoted 
to obstetrics and gynaecology as recommended by Kergin (1971), this, 
in the opinion of the investigator, would be insufficient time to 
master all the tasks validated as "necessary" for competent midwifery 


practice. 
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The simulation program can take over three hours to complete, 


especially if many irrelevant routes are taken. The subject matter 


specialists panel did not in fact complete the total program because 
of the limited time available. It was noted that many members of 
this panel took routes at random, the reasons for which could be 

one or more of the following: (1) Members were interested in the 
capacity of the unfamiliar I.B.M. 1500 system; (2) Members were in- 
directly measuring the competency of this author; (3) Members were 


not able to perform competently as midwives. 


The student panel completed the total program. It was noted 
that the students desired more information than was contained in the 
program. For example they wanted extensive information about otitis 
media, a condition not generally associated with a pregnancy history. 
This behaviour may well have been the result of their educational 
program which prepares them to take an extensive physical history 


irrespective of the presenting condition. 


The response consistency (i.e., reliability) of the question- 
naire for both the subject matter specialists and for the students is 
given in Table 6. A 75% or more consistency level was found in all 
the experts'responses and one of the student responses. The students 
had only a 63% consistency level for the questions concerning degree 
of difficulty. This level did not meet the criterim of 75% or more 
required for further examination. It would appear that the students 
were ambivalent in their perceptions of the degree of difficulty 


associated with taking the test. The students did not assess the 


| ot oe eid ae 


-_ 


- hn ah a inpereie 2 


eatllaheiees) seni. ecailbosh (2) “gntwptson aut ane 
-int Shaw 2redma (S) lene aed M.A, L teibiteiny et to ‘tosqao- ein) 
wise pa (0). jraddd bee AA idaathtebo” ott gitbtstavet (eadesab 
eavivbim ex yisweteqmon ei ot side jon 


/ 


basen dBW 31 .mengerq lator oe beteimnoy Iamig tnobure-efT — 
aft mi bepistnos 2ew nant moitsmroini erom beriesh etrebure oft Seat a : 
efSiso suods agttausotnt Svienaixs, flax iimt yots olynsxe 207  ,mergong - 
wrovetid Youatigetd s dtiw beasjefsozes yifersmey Jon noisrbago & aiboa 
fmucétaoube ‘ciedg Yo M{vgen od? eed oved Ifow yaw iwoiveried efdt 
YTOseid Insiayiy syiers7% hs odet ot mad? zetaqetq doivw metgomg 
toitibaos gabzaseeny skh $6 svisooqeorts 


-ordeeup sdt to (ytilidsifer ..0.t) wasteiequs senoqest emt - ‘ : 
ei atnabute sdt so? bus etert eioeqe i9s3em Jaeidua are titod 0% orien 7 | 

{is wi bavot sew isvel youssebencs ‘o1om xo: #at Ale olde? at a 
eanatuae af! .egenogzes Jmebute ett to eno. bag, dsenoqeon "ziveqne, & - 
e&xgéb ymimteonos enditeoup eid xo? fovel cna hy 


stom 10 RY 46 tkxesind oft doom Jon canoe’ vee 
pero hint ate see Sten: 


v 


Table 6 


RESPONSE CONSISTENCY TO THE QUESTIONNAIRE 


gy 


6 of Agreement on Specified Pairs of Items) 


ee ee ee ee a eee ee 
ee ee 


Experts ' Students 
Content Validity 83%* : : 
Difficulty Level 15%" 63% 
Relevance 77%* 88%* 


* Deserves further inspection. 


Table 7 


FACE VALIDITY ESTIMATED FOR CONSISTENT ITEMS 
(7 of Subjects Indicating the Simulation 
Measured ''Necessary" Objectives in Midwifery) 


Experts Students 
Content Validity 83%* - 
Ditticulty Level Sane = 
Relevance 77%* 88%* 


i 


* Method has face validity in measuring "necessary" 
objectives in midwifery. 
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content validity of the test in that they were not considered to be 


content experts. 


The face validity estimates of the consistent items (cf. Table 7) 
indicate that in the experts' opinion the simulation test was content 
valid and relevant but too difficult. It should be remembered that 
few of the specialty group were midwives and this may have had an in- 
fluence on their perception of difficulty level. The students felt 


the test was relevant. 


The use of simulation as an evaluation tool needs to be explored 
in greater depth than was attempted in this study. Although the experts 
have indicated some agreement on the face validity of the simulation, 
the fact remains that they were not midwives. Therefore, the ability 
of ‘the investigator to transfer the "necessary" objectives into a 
simulation testing format has not been assessed by midwives. Nor has 
it been proven that competent nurse-midwives can achieve a 100% score 
when taking the test. In other words does the simulation program 
actually elicit the knowledge-skill behaviours considered "necessary" 
by the panel of experts? This program cannot be considered a valid 
testing tool until it has been validated by a group of midwifery 
experts (at present unavailable in Canada). The specialist group 
wanted to see the simulation program modified to include a learning 
format (by introducing positive and negative feedback and including 
additional learning loops), nevertheless great interest was expressed 


in this new method of testing. 
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Conclusions and Recommendations 
me Ne ations: 


This study was undertaken to ascertain thes necessary stcr, 
pp. 3,4) knowledge and skills required in competent nurse-midwifery 
practice. An international panel of midwives and a local panel of 
Canadian physicians reviewed 2437 objectives and decided which met 
the criteria of "necessary." The criterionfor acceptance was rigorous 
- 75% agreement among midwives and 75% agreement among doctors. Al- 
though limitations are placed on the generalizability of the study 
due to the non-random selection of panel members and the possibility 
that the criteria established for "necessary" behaviours were not 
adhered to, the objectives which were validated (considered ''necessary"') 
appear to indicate that there is a core of behaviours required for 


competent nurse-midwifery practice. 


It has been pointed out that new work groups in the health 
field are proliferating (cf. p. 1). As Canada does not recognize 
nurse-midwives, the introduction of this practitioner might well add 
to the confusing issue of paramedical specialists. The investigator 
suggests that the objectives developed in this study provide the 
tools for an analysis which can be performed before any move is 
made to introduce nurse-midwives into the Canadian health scene. 


Several steps would have to be considered in this analysis: 


1. Based upon the validated objectives obtained in this study, 


develop a list of functions to be transferred from physicians 


to midwives. 


aa) ate ofts! ee oa et 
ist bwbic-aesue snsiaqio. al. Sortupor atte br i egbal 

2o Tertag Isv0f 3 brs zevivb im 40. fonsg oaanll 

seb Hvar tabivab tee? sevdsaaude TERS “bowedvor daa 

2uoragit 2e7 sontsq2998 notnottetixe sit © (ee zaoen"! to sivovit9. 

-TA Ce groms snomostgn $23 bits eoviwbiat Berome fTromeetgs Fey . 

yhute oft Yo ytilides ilevense sd} no beostg ste enottedimil ps 

Wilidieeoy ed} bre erodmam. [onsq 20 notsoelee molnet son eit ot eub | 

jan stew exuo iveted Wiweeooen" Tot Hanetidstes sitatim ail”) : 

(‘“teEezsoen" betshienocn) betsbfisy stow rotiiw seviszoshte ons ,ot betodhs : 

rot bat iuipet 2qmoivnrisd Zo sto9 5 21 etent tedt steorbnk ot teoye “9 


oitjosiq ytetiwbin-seten dreseqmoD a 


dtisar ott nt equery Atow wen seq} tuo betniog nosd esd $1 
ssingoset Jon esob shansd #@A (1 .g .39) RaLsstetilotg ots broit 
bbs Ifsw try tm bi hl alt 2td? to aolstsuborsnt art vdovinvbie~sasent . 
s03ag fiesvak oat -ereiteisege iso tbeme req to sneer ant eetnon Me os ie 
eis sbivotq wbnte etdt ‘ni bsqoloveb ita oats wits teas creeuaue + 
2k SVont ats oteted bemtotreq od nes dsitdw etevigns a 2% Meek 


ioe 


-Offterz. atinst netbeans) ‘on Git eeviwbim-searwa soubor ani ov sbea 


ave 


‘ 7 


o- . 


vetetlon eidt ni binab tenon sd ot sved bluow eqete 


«Mbuse -eirtay sti, bynierdo eaviaooido. bedebiten es nelnal der 7 
me ek tm od ot BLN iny vier 
| aad 


SA Gae 


2. Obtain the following indices: 
(a) the present proportion of normal and abnormal preg- 
nancies and deliveries, 
(b) the long range predictions of birth rates 
(c) the long range predictions of medical manpower 
requirements. 
3. Develop manpower requirements (midwives and physicians) based 
upon information from 1. and 2. above. 
4. Perform a cost-effectiveness analysis to indicate the 


feasibility of introducing nurse-midwives into the Canadian 


health care system. 


In view of spiraling health costs, a rational approach to the question 
of introducing a new health worker, as outlined above, would be of 


considerable assistance to long range health planners. 


If nurse-midwifery is accepted in Canada the validated beha- 
vioural objectives could be of considerable assistance in curriculum 
planning. Core content should be consistent in each nurse-midwifery 
program irrespective of the location or philosophy of the school. It 
therefore follows that a knowledge-skill standard could be established 
for certification and licensure. The evaluation tool developed by 
the investigator might be extended to incorporate Parts Two to Five 
of the "necessary" objectives and be used to determine the competency 


level of the nurse-midwives. 


In the opinion of the investigator this type of study is 


most readily accomplished where functional boundaries exist. In the 
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case of the nurse-midwifc, the boundaries are nursing functions and 
physician functions, as midwifery tasks encompass nursing and 
physician behaviours. Using the rationale developed above it is 
possible that a similar process could be developed for workers 

in other health care groups, either new groups or those already 
functioning (e.g., physician's assistant, laboratory technician, 
respiratory technologist, etc.). Definitive functional boundaries 
could then be established which would highlight areas of overlapping 
functions and therefore indicate where transfer of functions could 


take place. 


It, asvhias beenwindi cated (ci. p. 1) there are prov lems! in 
identifying and assigning competency levels to specific work groups 
within the health sector, the method of task analysis developed in 
this study appears to enable the functions and responsibilities of 
one work group to be delineated in some detail. Use of this method 
as a means of assigning functions and responsibilities to other 
specific work groups could help to clarify the identification and 
assignment of competency levels among the many groups functioning 


in the health field. 
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PART ONE 


A FIRST PRENATAL VISIT AT 
THE END OF THE FIRST. TRIMESTER 


1, All high rash patients are referred to 8 physician. 


11. INTERVIEW 
A. Socio-economic History 


1. 


a. 
b. 
cy 
4. 
e. 


Ask the patient the following: 


age 
marital status 
Tesidence locatica 
occupation (patiest's) 
husband's occupation 


i. Know that a patient has greater incidence of comp 
and fetal anomalies if she is: ieeacans 


(a) less than 17 years at the time of conception 
(b) over 40 years at the tiwe of conception 
(c) primigravide of 3S years or gore 


ii. Know that @ patient who is single tends to take less care 
of physica) needs during pregnancy (¢.g., nutrition, rest). 


B. Medical History 


Ask the patient if at any tise prior to this visit she has hed eay 


of the following disease conditions: 


e. 
b. 
c. 
4. 
e. 


rubella 
rheumatic fever 
tuberculosis 
hephritis 
syphilis 


i. Know that scarlet fever, rheumatic fever, and diphtheria 
Say Cause residual cardiac problems which could be aggra- 
vated by pregnancy; 

Place such # patient in a high risk category 


ii. Know that rubelle contracted in early pregnancy cea cause 
fetal damage; : 
place such a patient in o high risk category 


iii. Know that tuberculosis (active): 


(#) requires the taking of drugs which might have e tere- 
Togenic effect on the fetus 
(b) requires prophylactic care of the infant st birth 


iv. Know that nephritis may cause residual kidney problems; 
place such a petient in o high risk category 


v. Know that syphilis (if not treated) may couse damage to 
the fetus; 
place such » patient in a high rish category 


(a) If @ patient had rubella: 
(i) ascertain the date the disease wes contracted 


(it) if contracted during the early mouths of this 
pregnancy, refer to s physician 


(db) If @ patient has not had rubella: 


(1) ascertain if they have been in contact with » knows 
case in the early eonths of pregnancy 

(41) 1f a contect was aade refer to a physicias and 
order # rubelle titre 


(c) If a patient has had syphilis ensure a serological test 
for syphilis is done. 


Ask the patient if she ts receiving ongoing treatment and supervision 


for any of the following disease conditions: 


e@ancges 


diabetes 

heart disease 

chronic kidney disease 
circulatory disease 
mneenia 


4. Know that diabetes is an extremely unstable condition during 
pregnancy and that there sre risks of stil] births or diffi- 
cult deliveries at term; 
place the patient in a high risk category 


ii. know that hypervolemia and subsequent increased cardiac 


output can, during pregnancy and the impediate postpartum 
period, predispose to congestive cardiac failure those 
patients wath heart disease. This would constitute o 
potential high risk. 


iii. Know that patients with chronic kidney disease have increased 


Tish of infection and possible renal failure, caused by 
hypervolemis and increased activity during pregnancy; 
place such # patient in a high risk category 


iv. Know that anaemia could result in poor oxygenation of fetal 


blood cells and inhibit intrauterine growth. 


vy. Know that chronic circulatory disease can cause increased 
strain on the heart during pregnancy and predispose toward 
toxewia. 


C. Surgical History 


1. 


Ask the patient if st any time sho has had any of the following 


procedures carried out: 


ean 


pulmonary surgery 

piastic repair to the genital tract 

nephrectoay 

repair of fractured pelvis 

cardiac surgery 

1. know that following pulmonary surgery respiratory function 
wey be diminished 


ii, Know that # lasinectosy or s spinal fusion may dieinish the 


ability to adjust posture during pregnancy resulting in 
bacheches 


iis, Know that » fractured pelvis may have distorted the birth 


canal and could cause # difficult labor and delivery 


iv. Know that the increased activity, induced by pregnancy, 


on a repaire heart or on one hidney can predispose to 
cardiac or renal complications; place these patients in 
a high risk category 


v. If @ patient has had: 


(a) puleonary surgery 

(b) plastic repair to the genital tract 

(c) Laminectoay 

(é) spinal fusioa 

(e) repsir of fractured pelvis 

note om the patient's chart that referral should be made 


during the third trimester for assessment of the sbility 
to delivery normally 


2, Ask the patient if she has had any of the following eccur alone, 
OF &ssociated with, # surgica) procedure: 


a. 
b. 
c. 


3. AS 


Obs tet: 


phlebitis 
thrombosis 
drug allergy 


i. Know that the risk of recurrence of phlebitis or throebosis 
is increased during pregnancy, because of hypervoleaia, 
diminished tone of the walls of the veins and increased 
fibrin levels toward the end of pregnancy 


(e) Gserve the patient for varices during the physical 
exaszination 
(b) Commence teaching related to the prevention of varices 


ii. Know that reactions to drug allergies become increasingly 
severe as the patient becomes sensitized. 


If the patient hes « drug allergy: 


(a) ask the name of the drug 
(b) note the drug allergy on the patient's records ia o 
location where it will be easily seen 


k the patient if she has ever had « blood transfusion. 


a. If the patient has had @ blood transfusion ask if she com 
remesber the reason why it was given: 


(a) emergency for hsemorrhage 
(>) following surgery 
(c) because of anaemia 
ii. Know that @ blood transfusion (especislly if gives in @ 


emergency situation) pay not have been completely cress- 
matched and antibodies could have been forued 


rical History 


1. Ask the patient the number of times she has been pregnant 
- know that many women forget to count abortions and still births 


in their pregnancies (therefore check this response by asking the 


questions a, b, and c). 


Ask the pstient the number of abortions she has hed, the wesks 
at which they terminated and the year in which they occurred 


i. Know that the term abortion can be inferred to relate te 
criginal abortions, therefore check the response by repest- 
ing the question using miscarriage im placeaf abortica 


ii. Know that if, prior to this visit, the patient hes had 
three consecutive abortions at twelve to sixteen weeks 
geststion, an incompetent cervix coulé be suspected 


iii. If an incompetent cervix is suspected, refer to @ physician 


Ash the patient if she has had any still births, the weeks 
gestation, the year in which they occurred, and if she was 
told the cause of death 


i. Know that still births can be related to congenita) 
anozalies, paternal diseases or difficult lebors and del- 
iveries 


di. If the cause of the still birth is known and associated 
¥ with @ condition that is still present refer to # physician 


Ash the patient the number of live born infants she has, whether 
any sere multiple births, the weeks gestation and the year of 
birth 


4. Know that « patient para S or more can be predisposed to 
either @ precipitate or prolonged labor, and @ postpartum 
haesorrhage,; 
place such o patient in s high risk category 


ii. Know that teenage mltiparas and patients with long iater- 
vals between births tend to have increased incidence of 
complications in pregnancy, labor and delivery; 
place such a patient in a high risk category 


Know that gravida means the sum of 21) the pregnancies (includ- 
ing still birth, abortions and the present pregnancy) 
know that parity means the sus of sll the pregnancies which 


have terminated after 26 weeks gestation (including still births 
and those less than 26 weeks if they have been live born) 


Know that a multiple pregnancy is designated as a para 1 

From the responses to questions a, b, and ¢ calculate the 
gravida and parity of the patient being interviewed 

Know that patients with two or wore premature births (including 
live born and still born) have a greater incidence of the samp 


recurrence, 
place such # patient in o high rish category. 


2. Ask the patient the type of delivery she had if she wes previously 
pregnant 


Know that @ patient who has had one or wore coesariss sections 
may have @ tendency to weakened uterine walls; 

plece such @ patient in @ high risk category 

Know thet & patient who has had one or wore difficult operative 
deliveries or one or wore prolonged labors (24 hours or more) 
hes an incidence of recurrence; 

place such # patient in 6 high rish category 


3. If the patient has had one or more pregnancies, ast if she had any 
of the following during the antepartum or postpartus period: 


haeworrhage 
toxemia 


b. 
c. hidney infections 
4. 


mastitis 

i. Know that a patient who has had toxemis may have s residual 
hypertension which would increase the rish of toxemia recur- 
ring during the present pregnancy and place her in 6 high 
rish category 
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it. know that s patient who has had Kidney infection during 


one pregnancy may have 8 recurrence ia subsequent preg- 
Rancies 


Ash the patient if she has had previous live bo: 
re ia’ 
weight and health stitus of each baby aie res 


a. Know thet if the birth weights have been over 9 Ibs. and have 


increased with euch baby delivered, or if @ birth weight has 
been in the 10-12 ib. range, it 13 an indication that the 
@other aay be prediabetic. Refer to o physician for assessaent 


Know that sf one or more infants ere traumatized, or one or 
more infants have cerebral palsy or mental retardation, the 
same predisposing factors could be present; 2 
Place such @ patient in eo high risk category 


Know that parents of infants with congenital abnormalities say have 
high anxiety levels because of their fear of recurrence 


Ask the patient the frequency and length of the eenstrusl cycle 


- Know that an irregular menstrual cycle can make the calailatica 
of the due date of delivery inaccurate 


bene) patient the date of the first day of the last seastrua! 
cycle 


e. Using Nagele's formule calculate the due date of delivery 


b. Know that the due date derived by using Nagele's formule is 
an estimated date and could be up to two weeks inaccurste 


Family History 


at 


Ask the patient if any of the following conditions are present ia 
her immediate family or that of her husband: 


a. twins 
b. cystic fibrosis 
¢. Huntington's chorea 


- Know that twins, cystic fibrosis, or Huntington's chores are 
of genetic origin and the family history will indicate the 
probability of their recurrence and should be referred to s 
physician. 


Psychological History 


1. 


Ask the patient if she has ever received care for any psychological 
problems 


a. Know that stress can be increased: 

i. a9 @ result of pregnaacy 

4i. because of the socio-econcaic environasat 
when there is conflict within the family 
b. Ask the patient if the psychological problea was: 


iii. 


i. associated with difficulties related to everyday living 
(unable to cope with conflict of interpersonal rejatice- 
ships, management of children and/or home, or et her plece 
of eeployment) 


it. severe enough to require hospitelization (scute depression, 
schitophrenia or acute psychotic) 


(a) Know thet stress could precipitate « returea of the 
original probles 

(b) Observe the patient during the initial interview to 
esteblish baseline criteria frow which changing habits 
of interaction, dress, and personal hygiens cas bo 
assessed 

(¢) Refer patient to the appropriste agency and/or specialist 
if she exhibits gross changes of habits or soa-reticaal 
behaviour 


¢. Know that tension and apprehension asy be gecerated by: 
i. fear of the professional personne) 
ii. o strange environaint 
4il. uncertainty regarding procedures to be carried out 


d. Personalize the interview (introduce self and call the peticat 
by name), explain a)] procedures carried out and respond quickly 
to questions posed by the patient as @ means of allayiag tension 
and apprehensice 


PHYSICAL EXAMINATION 


A. 


General Physical 
1. 


Make sure thet s geners) physical examination is perforaed by 
the appropriate person 
a. know that the physical assessment will velidste risks suspected 
in the previous history-tahing 
bd. If a patient is judged to be physicelly healthy it is not neces- 
sary to repeat the general physical examination until the end of 
the third trimester 
e;, Use the physical examination as an adjunct to, and as @ chech 
on the reliability of the patient's medical and surgica) history 
4. Know that varicosities observed during the physical examinatioe 
have © greater probability of increasing ia severity during 
pregnancy 
= Combining knowledge of the patient's socio-economic state, 
occupation, past obstetrical experiences and the preseat 
state of the varices, establish with the patient eeans by 
which the following could be eccomplished 
i. frequent rest periods with the legs elevated 
14. the use of elastic stockings or tension bandages to provide 
support 
fil. the use of a girdle if round (circular) garters are being 
worn to support stockings 
e. that if deviations are found im the general physical 
examination they may elter the risk potential established froe 
the petient’s history 
f. If « patsent, desirous of breast fecding her baby doubts her 
ability becouse of the size of her breasts, expisin thet aslk 
secretion is related to glandular activity, not size 


g. Know that changes in the breast 
i, the darkening of the primary areolar 
th, the development of the secondary areolar 


fia. the enlargesent of Montgousries tubercies 


are probable signs of pregnaacy 

Know that the patient whe is mare of 

i. some enlargesent of the breasts 

if. some tenderness of the breasts 

is indicating presumptive signs of pregnancy 


Determine the patient's blood pressure 


inow that blood pressure levels can become elevated during 
Pregnancy and # baseline must be established froa which te 
evaluate the change 


- 1f @ blood pressure reading is elevated (140/90 or more): 


i. check the patient's medica] history for evidence of circulo- 
tory problems 


ii. check the patient's obstetricel history for evidence ef 
toxemia in @ previous pregnancy 


iii. retake the blood pressure to confire the reading snd refer 


to @ physician 


b. Know that blood pressure levels can be iafluesced by: 
1. apprehension 
ii. tension 
iii. ill-fitting blood pressure cuff 


iv. patient's position 


(a) Place the patient in s comfortable position (sitting oF 
lying down) and help her to relax before taking the 
blood pressure 

(b) Record the position taken to ensure that the samp posi- 
tioning is used at subsequent visits 


Weigh the patient 


Know that the weight in the first twelve weeks of pregnancy 
epproximates the non-pregnant weight and can be takes as @ 
baseline from which to evaluste changes 


Know that # patient who weighs 100 lbs. or less or 200 Ibs. or 
more places the patient im a high risk category 


4. If @ woman weighs 100 lbs. of less: 


(a) it may be due to genetic make-up 

(b) there may be inadequate nutrition which will reflect 
upon the growth and development of the fetus 

(c) she may also be ansenic 


ii. If @ patient weighs 200 ibs. or more: 


(@) difficulty is found im sonitoring the progress of 


pregnancy 
(b) there is increased probability of difficulties occurring 
ip labor 


Measure the haight of the patient 


Know thet 8 patient of S ft. 0 in. amd under has @ greater prob- 
ability of having: 


i. fetopelvic disproportica 
4i. difficult labors 
iii. operstive deliveries 
and therefore should be placed in a high risk category 


If o patient is 5 ft. 0 in. and under, the level of risk pay be 
decreased if the wother has previously delivered healthy infasts 
without difficulty 


8. Gbstetrica) Physical 


To estiaste the weeks of gestation (within o two week period) by 
locating the level of the uterine fundus in the abdominal cavity 


1. 


Know that if the fundus of the uterus can be palpated at the 
level of the symphasis pubis the fetus is epproximstely twelve 
weeks gestation 


Know that if the fundus of the uterus can be palpsted midvey 
between the symphasis pubis and the umbilicus the fetus is 
epproxigstely siateen weeks gestation 


For s pregnancy of twelve to sixteen woeks trust the fundal 
height rather than Nageie's formule where the menstrual cycle 
is irregular and there is disagreement between the two findings 


Know that a gynsecoid pelvis has s round and shallow pelvic 
cavity with a roomer pelvis and wide pubic arch 


If any or all of the diameters of the pelvis appear contracted 
Feessessment mist take place in the last weeks of pregnancy 
when the presenting part can also be used ot e@ aeasuring device 


IV, LABORATORY EXAMINATIONS 


A. Urinalysis 
To perfor e urinalysis and determine the presence of absence of: 


1. 


c. 


sugar 
proteie 
i. Know that suger im the urine may indicate: 

(eo) diabetic 

(b) @ low renal threshold 

(c) high carbohydrate intake immediately prior to producing 

the specimen 

ii. If the patient is @ diabetic: 

- if the sugar level exceods I+ refer to doctor for reassessment 


fii. If the patient io not diabetic: 


(a) ash about carbohydrete intake prior to producing the 
specisen 

(b) obtain @ second specimen for retesting 

(c) refer to ® physician if sugar is present et the second 


testing 
Know that acetone im the urine can occur: 


i. in diabetes 
ti. in severe dehydration 
dba, during rigid dieting 
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(a) If the patient is not diabetic, ask: 
GQ) the dietary intake she has 
(ia) if she has been having problems with nausea and 
vomiting 
(b) If dietary intake is inadequate give nutritional counselling 
(c) If nausea and vomiting have caused dehydration and the 
Presence of acetone, refer to a physician. 


d. Know that protein in the urine is @ sign of renal damage or 
urinary infection. 


i. heck that no contamination of the urine took place fros 
using unclean containers or from vaginal discharge 


ii. If urine is uncontaminated refer to a physician. 


B. Haematology 


Ty 


te 


Take blood for leboratory analysis of: 


a. rhesus grouping 
b. serological test for syphilis (R.P.R.: M.H.A.: F.T.A.) 
i. Know that haemoglobin, haematocrit, and red cell count cas 
establish: 
(a) the presence of anaemia 


(b) a baseline from which similar tests taken leter in 
pregnancy can be evaluated 


ii. Know that blood grouping and rhesus grouping will establish 
the criteria for subsequent transfusions if they become 
necessary. 


iii. Know that rhesus negative grouping may cause fetal blood im- 
compatabilities if the father of the baby is rhesus positive 


iv. If any of the above laboratory results indicate 


(a) ansenia 
(b) syphilis 
(c) rhesus negative 


refer to a physician for management. 


PATIENT TEACHING 
ie 


Commence patient teaching in the areas of: 


a. nutrition 

b. rest and relaxation 
c. personal hygiene 

d. breast care 

e. husband and family 


Know that the giving of information appropriate to individusl needs 
increases the probability of cooperation and decreases the level of 
anxiety generated by fear of the unknown. 


a. To teach: 


i. a variety of basic foods and close attention to quality 
rather than quantity help the patient adjust to metabolic 
changes. 


ii. there is a relationship between poor nutrition and compli- 
cations during pregnancy, parturition and in the infant 


(a) If the patient does not require a special therapeutic 
diet (e.g., diabetic), obtain the following information: 


(i) family food habits 
(ii) cooking preferences 
(iii) the budget available 


(b) If the quality of the family diet sweets the criteria of 
the Canada Food Rules, reinforce the maintenance of _ 
present quality. 


(c) If the criteria of the Canada Food Rules are not being 
maintained, suggest adjustacnts which are practical when 
related to the family life situstion. 


b. Teach that the pregnant woman requires energy to saintain incressed 
maternal and fetal physiology during pregnancy. 


i. Aplan for extra rest and sleep is formulated with the patient, 
related to usual habits, age of the patient, occupation and 
stressing the avoidance of fatigue. 


ii. Encourage the patient to take daily baths or showers cif 
impractical a daily sponge bath) to ensure personal hygiene 
and to encourage relaxation. 


ec. Texh that the breasts may feel full and tense and may increase 


in size during pregnancy. 


- In preparation for breast changes encourage the patient © wear 
a well-fitted brassicre which supports rather than compresses 
and will help retain the normal contour. 


d. To teach that the biophysical changes which accompany pregnancy 


can produce the following changes in behaviour for which the 
husband and family should be prepared: 


i. fluctuations in sexual response 
fi. mood swings 
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1, FREQUENCY OF PATIENT CONTACT 


i. For a mother who is not high risk and is having no complications, 
make appointments for: 
a. every six weeks until the 20th week of gestation 
b. every four weeks frow the 20th to the 28th week of gestation 
€. every two weeks from the 28th to the 36th week of gestation 
¢, weekly from the 36th week of gestation of delivery 


2. Know that effective prenatal supervision requires regular visits to 
the attendant by the sother 
TT. LABORATORY TESTS 
A. Urinalysis 


1. Perform o urinalysis at each prenatal visit and determine the 
presence or absence of sugar and/or protein 


a. Know that sugar in the urine of a pregnant woman may indicate 
4. 8 disbetic 
it. 6 low renal threshold 
Adi. high carbohydrate intake immediately prior to producing 
the specigen 


b. Know that the simple test for sugar cannot differentiate between 
glycosures and jlactosurea 


c. If suger is present in the urine: 


4. if the urine demonstrates diabetic glycosurea categorize 
the patient as high risk 
and refer her to a physician 


di. if the urine dewonstrates non-diabetic glycosurea (lsctosures) 


take no action 


d. Know that proteinurea im the urine of a pregnant woeam may 
indicate: 
1. toxemia 
ii. pyelonephritis 
dit. cystitis 
iv. leaking amniotic fluid 


@. Know that the signs of toxemia are: 
i, proteinuree 
ii. elevated blood pressure 
iii. rapid weight gaia 
iv. edem 


f. Know that the continuation of proteinures im the urine can load 
to permanent renal vascular damage 


g- [Know thet proteinuree associated with 


4. back pain 
ii. elevated temperature 


are signs of pyelonephritis 


bh. [now that proteinures associated with 


i. urinary frequency 
ii. burning paim oa voiding 


are symptoms of cystitis 


(s) If proteinures is present im the urine of 8 pregnant 

woman 

(i) check her blood pressure 

(41) check her weight gaia 
(iti) check for signs of edema 

(iv) ask if - she hes had frequeacy 

- she has burning pais om voiding 
(v) check her teaperature 


(>) If the woean demonstrates signs and symptoas of 


(1) toxemia 
(14) pyelonephritis 
(iii) cystitis 
refer to a physician immediately 
4. Know that leaking amniotic fluid 


i. indicates perforation of the fetal meabranes 
ii. may be an eorly sign of labor 
(a) Ask the woman if she has noticed any persistent leakage 
of fluid 
(b) Ascertain the week of gestatioa by 
(1) calculation of Negele’s formule 
(ii) abdominal palpation 


(c) If the membranes have ruptured and ; 


(i) the period of gestation is under 38 weeks the voass 
is categorized as high risk 

(414i) the period of gestation is at least 38 weeks procede 
with preparation for labor 


B. Haematology 
1. Take blood for a haemoglobin estimation 


4. at 34 weeks gestation 
ii. if @ woman cosplains of 
(a) fatigue 
(b) weabness 
(c) breathlessness 
(4) and upon exasination is seen to have 
(1) neil bed pallor 
(si) pale conjunctive 
a. Know thet during the second trimester matermal blood and plasae 
volumes increase to » level of 408 - SO% above moras) causing 
hypervoleais 
b. Know that during the third trimester red blood cell concentrations 
should returm to normal 
i. If @ haemoglobin concentration is 10.5 grams per 100 al. or 
less (irrespective of the period of gestation in which it is 
taken) the woman is considered to have anseais 


fi, Refer to @ physician as soom as possible for ossessacat 
and Ureateent 


¢. Know that signs and symptoes of smsenia are 


i. breathlessness 
ii. fatigue 
iii. nail bed pallor 
iv. pale conjunctive 


TIT, EXAMINATIONS PERFORMED 


A. 


General Examination 


1. 


Perfore the following procedures et every prenatal visit 


a. take the blood pressure 

b. weigh the mother 

¢. palpate the abdomen 

4. estimate the height of the fundus 


At the prenatal visit on and after the 20th weet of gestation 
a. identify fetal parts 
b. ask the patient if she hss felt fetal movements 


At the prenatal visit om end after the 34th week of pregaaacy 
identify the 


a. presenting part 
b. the position 
c. the lie 


At the prenatal wisit om the 36th week of pregnancy perfors 


8. Nsemoglobin estinate 
b. general physical examinetioa 


At the prensta) visit on and after the 38th week of pregnancy 
identify engegewent of the presenting part 


Obstetrical Examinstioa 


ie 


Estimate the weeks of gestation (within # two week period) by lecat- 
ing the level of the uterine fundus in the abdowinal cavity 


a. Know that if the fundus of the uterus cam be palpated 


i. at the level of the umbilicus, the fetus is eapprosiastely 
twenty weeks gestation 


fi. one-third of the way between the umbilicus, and the uiphold 
process of the sternum, the fetus is epproximstely treaty 
six weeks gestation 

iii. two-thirds of the way between the umbilicus, and the aiphoid 
process of the sternum, the fetus is approximately thirty 
four weeks gestation 


iv. igmediately under the xiphoid process of the sternum, the 
fetus 16 approximately thirty eight weeks gestation 
vy two finger breadths below the xiphoid process of the steraum 
while the uterus has a more rounded contour, the fetus is 
approximately forty weeks gestation 
Know thet « primigravide will become sware of fetal movensats at 
eighteen to twenty weeks 


Know that as muoltigravids will become aware of fetsl movements et 
sixteen to eighteen weeks 


Compsre the estimated weeks of gestation found om abdoaina) palpatica 
with the estimated weeks of gestation using Neegele's formla 


a. If the due dete of delivery (calculated by using Neegele's 
formils) and the height of the fundus do not agree 


i, Review the menstrusl history for a notation of irreguler 
menstruation 


ii. Review the record of the previous visit for a sotatica of 
previous disegreement on the period of gestatica 


ili. If there was previous disagreement review 


(a) suggested cause 
(b) action taken (if any) 


b. If disagreement is related to irregular menstruation (et @ 
estimated twonty weoks gestation) 


4. Ash the woman 


(a) if she has felt the baby aove 
(b) the day on which movement was first noted 


4i. If movement has not been felt, request the woesn to make a 
note of when it occurs and report it at the next visit 


iti. If the baby has @oved compare the date this occurred with 
the two estimates of gestation and calculate the estinsted 
gestational age which is compatible with all three findings 


c. If the uterus is large for gestational age at twenty weeks 
(e.g., fundal height is equated with 24 weeks) 


i. Review the records of previous visits for a history of 

(a) sporadic vaginal bleeding 
(b) hyperemesis 

ii, Examine the wonse for 
(0) edema 
(b) hypertensioa 
(c) proteinures 

iif. Palpate the uterus to ascertain 


(#) presence of fetoel parts 
(b) whether the fetus is ballotteble 


d. know that the presence of # hydatidiform mole should be suspected 
if any combination of the above listed signs and symptoms are 
present 


@. Know that « hydatidiform mole asy be accompanied or followed by 
choriocarcinoga, 
any woman suspected of heving @ hydatidifore mole is placed ia 
a high rash category 


f. Know that a uterus which is large for gestational age after 
twenty six weeks gestation could be caused by 
i. multiple pregnancy 
ti. hydramios 
fit. large fetus 


+ Palpste the uterus to: 
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(i) identify the fetal parts 
(11) estimate the sire of the fetus 
(111) attempt to locate three or more poles (heads and/or 
buttocks) 
(iv) estimate the amount of excess amniotic fluid by ballotting 
the fetus 


g- Know that in the presence of excess amounts of amniotic fluid 
the fetal heart sounds 


i, are difficult to hear 

ii. are muffled 

iti, are distorted causing ablurring of the beat 

b. Know that in as twin pregnancy one or both of the babies asy be 

in abnormal positions causing the fetal hearts te be 
i. difficult to hear 

il. one feta) heart to be superimposed over the other 

iii. gut sounds to be superimposed over the fetal heart sound 
iv. faint and distant 


Listen to the fetal heart sound(s) to identify any auffledness 
caused by an excess of amniotic fluid 


1. Know that hydragnios can be associated with fetal anomalies 
j. Know that a large fetus is associated with 


i. a diabetic mother 
ii. inherited traits of one ur both parents 


bk. Know that ® woman with o multiple pregnancy could have a pre- 
wature labor 


1. If « woman has 


(8) 0 multiple pregnancy 
(b) hydramics 
(c) diabetes 


place in o high risk category and refer to physician 


4i. If a wouan has @ large baby and no associated complications, 
mote on the prenatal record that a careful assessment of 
feto-pelvic proportions must be msde weekly st and following 
34 weeks gestation 


S. By palpating the uterus identify the following parts of the fetus 


, 1. head 
ii. buttocks 
fii. back 
iv. limbs 


es. Know that the fetal head 
i. is harder than the buttocks 
4i. can be ballotted between the examiners thuad and finger or 
between two hands 
b. Know that the part of the fetus which is closest to the iaternal 
cervical os is called the presenting pert 


c. Know that the relationship of the long axis (vertebral coluam) 
of the fetus to the large axis of the mother is called the lie 


i. If the fetal head is located in the fundus and the buttocks 
in the pelvis identify 


(a) the lie as longitudinal 
(b) the presentation as « breech 


ii. If the fetal head is located in the pelvis end the breech is 
ap the fundus identify 
(a) the lie as longitudinal 
(b) the presentation as cephalic 

iii. If the fetal head is located in one flank and the breech is is 
the other identify the lie es transverse 


4. Know that relationship of tha fetal parts to the four quadraats of 
the maternal pelvis is called the fetal position 


@. Know that the area of the fetal shull circumscribing the sub-eccipito 
bregmatic diameter is called the vertex 


f. After the 34th week identify the following at each prenatal visit 
i. lie 
ii. presentation 
g- Know that engagement in o vertex presentation occurs whee the widest 
diameter of the presenting part has passed through the brim of the 
pelvis 
h. Know that engagement of a vertex presentstice 
usually takes place two weeks prior to delivery im 8 primigravide 


ite 
ii. can take place at any time from two weeks prior to delivery up to 
early labor in # gultigravida 
(a) At the 38th week of gestation and at each prenatal visit 
following, identify 
(1) the presenting part 
(ii) whether or not engagement has taken place 
{iii} the ability of the presenting part to engage 
(b) If the presenting part is not @ vertex place in a high risk 
category 
(e) If engagement of the presenting part has not occurred im o 
prieigravida et an estimated 39 weeks gestation 
(i) recheck the accuracy of the calculated due date of 
delivery 
(11) ask the woman to half sit up from a flet position 
and assess whether engagement takes place 
(141) ash the woman to stand and assess whether engagement 
tahes plece 
(4) Jf engagement will not occur place the patient ie @ high 
risk category and mate an appointment to be sees by & 
physician within the neat 48 hours 


6, Listen to the fetal heart sounds 
4. Know that the fetal heart as best heard through the fetal back 
bd. Know that the following can be heard through the abdosinel wall 


i. paternal abdominal sorta 
4i. placental souffle 


and will have the samc rote as the estermal radial pulse 


c. [n+ that # funic souffle has 8 swishing sound and is the same rate 
as the fetal heart 


a. 


at. 


fii. 


Palpate the uterus and identify the position and lie of the fetus 
Listen 


(a) over the fetal back im am anterior positica 
(b) over the fetal chest im # posterior pesitica 


Discripinate betweea 


(e) meterns) sbdoainal sorts 
(b) fetal heart sounds 


7, Record patient weight at each prenatal visit 
6. Compare present weight to last recorded weight 
s. Know that sudden weight gain easy 


2. 
ri. 
aii. 


b. Know that an obese woman, msinta. 


be caused by increased calorie iatake 
be caused by retention of tissue fluids 
be associated with toxemia 


ing a well belenced sutriticnal 


diet may not gain weight 


¢. Know that @ malnourished underweight woman msintaining 8 well 
balanced nutritional diet may gain weight in excess of 1/2 Ib. per 
week 


{. 


hi. 


4ii. 


iv. 


If @ woman hes a sudden weight gain im excess of 1/2 1b. 8 weak 


(e) ask the woman to describe her dietary intake during the 
Previous two weeks 


(b) observe ankles and fingers for signs of edeas 
(c) compare present blood pressure with the last recorded pressure 
(4) check for proteinurea 


If the sudden weight gain is associated with edeas, proteimures, 
and hypertension, suspect toxemia and plece ia # high risk 
category 

If the sudden weight gain is associated with increased caloric 


intake counsel the mother in ways to reduce the calories which 
will fit into her eating habits 


If the woman is malnourished and has « steady weight gain ia 
excess of 1/2 lb. & week 


(a) check the woman's record to assess when the weight gaia 
Commenced 


(b) ask the woman if she has made changes im her dietary intake 
fros that prior to pregnancy 


(c) if no edema, hypertension or proteinurea ere associated 
with the weight gain check weight gain at each visit te 
ensure that it does not go above the ides] range selected 


9. Take the woman's blood pressure st each prenatal visit 


i. 
ii. 


record the reading 
compare present blood pressure with pressure lest recoréed 


a. Know that during the eidtrimester of a normal pregnancy the blood 
pressure tends to be below the pregnant level 


fi. 


did. 


iv. 


If there is @ rise of 3O mm or more is the systolic blood 
pressure and 15 mm or gore in the diastolic blood pressure 
frow the recording made at the last visit 


(@) suspect pre-eclamptic toxemia 
(b) check whether proteinures and/or edems is preseat 
(c) place patient in the high risk category 


If no previous blood pressure recording is available « resting 
blood pressure of 140/90 and over could be associeted with 


(a) hydatidifors sole 
(b) essential hypertension 
(c) pre-eclamptic tozenis 


ard places the woman in o high risk category 


If al] symptoms of pre-eclamptic toxemia are present refer to 
8 physician immediately 


If no other signs or symptoms essociated with the hypertensica 
wske @ physician's appointeent withia 48 hours 


IIT. MANAGEMENT OF CARE 
1. Instruct each pation: to report any of the following symptoas immedistely 


i. 
ii. 
fil. 
iv. 


severe headache 

blurring of vision 
tightness of chest 
epigastric pain and nausea 


8. Know that any of the above listed symptoms could indicate tozemia 
which is rapidly increasing in severity 

b. Know that severe headache, nervous irritability and blurring visica 
are symptoms of intracranial pressure indicating cerebral edema and 
predisposing to eclampsia 


¢. Know thet tightness of the chest and epigastric pain and nausea are 
symptoms of pressure of an enlarged liver and warning signs of 
approaching eclampsia 


d. Know that a severe headache can be caused by 


4. 
id, 
iti. 


tension 
eigraine 
eye strain 


@. (Know that nervous irritability cen be associated with stress and 
tensian 

f. [now thet tightness of the chest could be associated with @ cold 
or influenze 

g. Know that epigastric paim and nausea can be caused by acute indig- 
estion 


4. 


ii. 


Examine the woman as quickly as possible and note 


(a) blood pressure 

(b) urinalysis 

(c) edema 

If the signs and sywptoes confirm the diagnosis of toxemia 
place the woman in a high risk category and refer to @ physician 
immediately 
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bh. Know that there is no known etiology of toxemia but that woaen 
with one or more of the following characteristics have @ greater 
probability of acquiring toxeais 


4. comes from the lower socio-economic groups 
di. a8 bess than 17 years 


daa. 8 @ primigravida wore than 3S years 
iv. 18 @ prigigravids 
v. ts obese 
vi. has diabetes with vasculer or renal involvement 
vil. has acute hydramios 


4. If ® woman exhibits 


4. weight gein of more tham 1/2 1b. per week 
hi. or some ankle edema 


and these are suspected to be prodroeal Signs of tozemia 


4. wake an appointment to re-examine the woman in one weehs tie 
ai. iff signs of toxemia remain refer to a physician 


2. Instruct any patient to report any sign of bleeding 


a. Know thet during the first half of pregnancy bleeding may be 
caused by 


i. a@ threatened abortica 
ii. an ectopic pregnancy 
fii. e@ hydatidifors pole 
iv. a cervical erosica 
(a) If o patient reports 
(i) heavy blood loss 
(ii) minimal blood loss and associated abdosinal pain 


refer to a physician imediately 
(b) If @ patient reports 


(i) aild spotting of blood 
(ii) no associated abdowinal pain 


refer to s physician to be seen withia 12 hours 


b, [now that during the last half of pregnancy bleeding may be 
caused by 


(i) a placental previs 
(ii) abruptio placenta 
(iii) cervical erosica 


i. If @ woman reports that she is bleeding ash 


(#) how much blood has been lost (how many sanitary pads have 
been used) 
(b) how long has she bees bleeding 
(c) is there sny pais 
(d) whem is the baby dus 
ii. Examine the wosan as socom as possible 
(8) ascertain the extent of the blood loss 
(b) chech the woman's pulse rate 


(c) check the woman's blood pressure 
(4) iff beyond 22 weeks gestation: 


(1) pelpste the uterus to establish whether there is my 
uterine rigidity or pais 
(ii) chech the fetal heart 


c. Know that if one sanitary ped hes been used ia four hours, bicod 
loss 18 ainiasl 


¢. Know that if no more than four sanitary pads have bee used im en 
hour, the blood loss is moderate 


@. Know that if @ sanitary pad is imadequate for containing the blood 
loss the hae@orrhage is severe 

f. know that « anderate blood joss over « few hours cam equal @ major 
haewsorrhage of a few minutes 

g. Know that blood loss associated with pain may bo caused by 


1. blood pooling between the placenta and the uterise wall 
ii, blood infiltrating into the suscle fibres 
41a. contraction of the uterin» muscles 
h. [Know that bleeding associated with an ectopic pregnancy oF an 
abruptio placenta could be hidden (internal) as wel) as external 


1. Know that if bleeding is caused by the premature separation of a 
normally implanted placents (abruptio placenta) there aay be 
associated 


i. localized painful area on the uterus if the bleeding is ainiaal 
di. ragidity of the uterine muscles if bleeding is heavy 


j. [now that if # severe abruptio placenta has occurred or there has 
been complete separation of the placenta the fetal heart asy not 
be heard 


k. [now that if bleeding is caused by the separstioa of em abnorasily 
implanted placents (placentae previa) 


1, the uterus wil) be soft 
ii, the wosan will not have any associoted pain 


1. Know that eacessive bleeding and/or continuous moderate bleeding 
can cause 


4. tachycardia 
4i, hypotension 


m. Know thet because of hypervolewis in pregnancy hypotension may sot 
be an accurate estimate of the severity of the heemorrhage 


n. know that any bleeding which does not necessitate frequent changes 
of pads and occurs 


(1) within two weeks of the due date of delivery 
(ii) at the same time as a heavy mucoid vaginal discharge 


could be ‘show’ and associated with signs of early labor 
t, Any patient with @ moderate of severe haemorrhage is placed 


in the high rish category and referred to a physician immediately 
ti. Refer a patient with e» slight bleed to # physician for assessmeat 


aii. If & patient has “shov" make preparation for delivery 
iv. If the patient 18 haemorrhaging 


(a) do not perform any type of pelvic examination 
(bh) arrange for rapid transter to # location with the appre- 
priate facslities for 


(i) surgical interference 
(11) care of an asphyxiated baby 
(441) support services for a wosam im shock 


(c) if available administer plases expanders intravenously 
until cross matched blood js available 


mnscres €ach patient to report any escape of fluid frow the birth 
cane 


&. Know that if the membranes rupture within two weeks of the eoti- 
mated date of delivery it could be ® sign of labor commencing 


b. know that if the @embranes rupture prior to thirty eight weeks 
gestation 


4. 4t may be @ sign of premature labor commencing 
di. it way be associated with friable amniotic meabrenes and ne 
labor ensues 


(8) If the wowan is at term wake preparation for delivery 

(b) 1f the woman is less than 38 weeks gestation there is 6 
danger of premature labor and/or infection which places 
her in s high risk category; refer to @ physician immediately 


¢. Know that if the membranes rupture and 


(i) the presenting part is not engaged 
(ia) the woman has hydramnios 
(1ii) there is an ill-fitting presenting part 


there is s danger of the umbilical cord prolapsing 
i. Qheck the vulva for signs of a prolapsed cord 
ii. Check the fetal heart for signs of fetal distress 


aii. If the umbilica) cord has prolapsed the wouan and fetus are 
in the high risk category 


iv. If the umbilical cord has not prolapsed and the fetal heart 
is regular and between 120-160 beats a minute 


(a) confine the woman to bed 
(b) observe closely for 


(i) prolapse of cord 
(ii) signs of labor 
d. Know that fetal distress can be detected by listening to the fetal 
heart for 


i. irreguler rhyths 
ii. 160 beats per minute and over 
fii. 120 beats and under per ainute 


@. Know thet amniotic fluid 


4. is @ Clear stra color 
ii. is elkaline 


f. [now that if the membranes have been ruptured for tweaty four 
hours or longer the probability of intra-uterine iafection rapidly 
increases. Refer to # physician immediately 


8. Know that meconium im the amniotic fluid 


(a) gives the fluid o greenish tinge if fresh 
(b) gives the fluid a yellow cinge if stale 
(c) cam indicate 


aH, 


(1) 2 breech presentation 
(ii) fetal distress 
i. Confirs the drainage of amniotic fluid by 


(a) observing the color 
(b) noting the odor 
(c) obtaining an alkaline resction om litmus paper 


ti. If the fluid is green or yellow 


(a) Listen to the fetal heart sounds for signs of distress 
(b) palpate the uterus to diagnose the presentatica 


iti. If meconium is present im the semiotic fluid and if fetal 
distress is detected 


(8) place the fetus in o high risk category 
(b) refer to @ physician tumediately 


lastruct the patient to report any vaginal discharge st her preastel 
visit. 


&. Know thet common cases of vaginal discharge during pregmamcy are 


4. candidissis 
fi, trichomoniasis 
isi. gonnorhoes 
iv. levhorrhosa 
b. Know that 


4. the acid-mediums favors the growth of yeast orgenisas which 
result in monilial infections (candidiasis) 


if. if untreated, monilial infection cam be transmitted te the 
infant at delivery and cause thrush 
¢. Know that 
(a) 8 heavy discharge which necessitates wearing o sanitary 
pad @ay cause reddening and eacoriation of the vulve 
(b) a discharge causing irritation say produce vulvel edens 
and excoriation 
(¢) @ strong odor can be personally of feasive 
i. Ash the woman who complains of vaginal discharge 
(a) how heavy is the discharge 


(b) do you heve to wear a sanitary pad 
(c) does the discharge 


(i) cause irritation 
(it) have an offensive odor 
41. Examine the woman's vulve for 


(a) reddening 
(bd) edemo 
(c) excoriation 


tii. Cxamine the discharge cbserved at the introitus for 


(a) color 
(b) consistancy 
(c) odor 
tv. Within @ week make ® referral to a physician for differential 
diagnosis and treatment for those patients who have & discharge 
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(eo) which is mot clear 
(b) which has 4 aused reddening and eacorietion 
le) which has an offensive odur 


d bnew thot trichomomisrns and gunnorhoes can be transmitted durin 
Sexual intercourse, Advive the woman 


4, that her seaual partner may require treatment 

41. Co refrain frow seaus) intercourse until treat@ent is completed 
Instruct the wosan to report any urinary frequency accompanied by « 
burning sensation or associated with » beckache and » fever 


®. Know that physiological changes during pregnancy can cause 


i. urinary stasis 

ii. which predisposes a woman to 
(a) cystatis 
(b) pyelonephritis 


b. [now that the following are signs and sysptoms of pyelonephritis 

i. pain in the lumbar region radiating to the Fight side 

ii. nousea 

did. vomiting 

iv. dysuria 
v. frequeacy 

vi. pyrexia 

vii. general aslaise 


¢. Know that tie following could be symptoas of early labor 
- pain in the lumbar region radiating anteriorly 


d. Know that labor progresses with reguler uterine contractions and 
cervice) dilatetion 


4. Ask the patient to list her synptoas 
li. Take the woman's temperature 
iii. Refer a woman with suspected pyelonephritis or cystitiste « 
physician for treateent within 24 hours 


Ask the woman at each prenatal visit whether she has anything which is 
causing her minor discosfort, such as 
i. bachache 
di. constipation 
Mii. swelling ankles 
iv. fatigue 
v. haemorrhoids 
a. Know that backache can be due to streim om the spinal colum aad 
bach suscles brought about by 


4. adjustments in posture caused by the growing fetus and the 
enlerging uterus 


ii. alteration in the centre of gravity 
(a) If backeche is severe and constant 


(i) check the woman's past medical and surgical history 
for treatment of bach problems 
(ii) if there has been » previous probles refer to a 
physician for assessaent within 7 days 
(iti) check for symptoms of urinary iafectica 


(b) 1f the beckache is mild and sporadic advise the wos to 


(i) wear low heeled shoes 
(ii) when standing to tuck the buttoq muscles im asd to 
stand erect with head held high 
(iti) squat with one foot ahead of the other instead of 
bending 


(c) If backache occurs in the sorning 


(i) ash the woman if the esttress on her bed sags 
(11) iff the mattress sags suggest the use of a board under 
the @attress to give support 


b. [now that constipetion can become s problem during pregaaacy 
i. when # women does not have regular bowel habits 
4i. because physical activity is decreased 
iia. because, during the lest few woeks of pregnancy there is pressure 
by the presenting part on the lower bowel causing congestion 


c. Mnow that laxatives, suppositories and enemas can stigulete peri- 
staltic activity of the large intestine which could stimulate the 
uterine wuscles to contract 


i. Advise the woman, who is constipated, te 


(a) train the bowels to act regularly 

(b) increase the amount of roughage im her diet (greea leafy 
vegetables, cereals, etc.) 

(c) include fruits in her diet (figs, prunes, dates) 

(d) drink eight or more glasses of water @ day 

(@) obtain daily exercise through walking 


ii. Instruct the woman not to use any lanstives, suppositories or 
enemas a3 8 30) f-pedication 

d. now that constipation aggravates haesorrhoids 

@. Know that haemorrhoids sre varicosities im the anal region and can 
be the result of 
i. increased pressure and dilatation of the heemorrhoidal vein 
ii, the enlarging uterus obstructing venous reture 

f. Know that thrombosed veins can cause pain and irritation 
i. Advise the woman that constipation should be avoided 


ii, Advise the woman that witch hazel compresses to the affected 
eres could bring some relief from pain and irritation 


iii. Jf pain and irritation are severe refer to @ physician for 
wore extensive treatment within 7 days 
f. know that palpitation of the heart and shortness of breeth cam 
be associated with 
1. hypervoleala 
ti. enlarging uterus causing pressure om the thoras 
aid. heart disease 
- Refer a woman with severe palpitation and shortness of breath 
to a physicran within 24 hours for chech of possibly undiag- 
nosed heart disease 
h. Know that swelling of the antles can be associated with 


+. increased placental and adrenal hormones circulating im the 
blood stream causing sodium and fluid retention 


ry increased venous pressure Caused by prolonyed standing 
Hit, changes in temperature (summer heat) causing @ild fluid imbslance 
‘v, circuler or round gerters restricting circulation 
v, deficient protein intake 
vi, toneaia 


4. Know that swollen ankles tend to occur more frequeatly during the 
second half of pregnancy 


4. Qhech the wousn for signs of toxewis (weight gain, proteinuree, 
hypertension 


~ 1f toxewis present the women is placed is the high risk 
category 


fi. Ask the woman 
(a) if she has to stand for long periods 
(b) if she wears round or circular garters 


(c) whether or not she has altered her nutritional iatehe 
during the previous two weeks 


ili. Advise the woean to 
(a) avoid constricting clothing (and garters) 
(b) plan for rest periods when legs could be elevated 


(c) wake adjustments to her nutritional intake if it was 
found to be imbalanced (restrict sodium, increase proteia) 


j. If @ woman complains of feeling tired 


i. check the woman's haemoglobin 
ii. instruct the mother 


(a) im methods by which she can relax 
(b) to lengthen the amount of sleep during the might 


iii. Explain the reasons for the need for more sleep and rest 
during pregnancy 
hk. Know that heartburn is caused by the regurgitation of gastric 
contents into the esophagus and 


4. tends to occur between sixteen weeks to twenty weeks gestation 
di. increases in severity during the third trimester 
44i. is aggravated by lying down 


- Advise the mother 


(i) to eat small meals frequently and slowly 
(ii) to avoid fried foods 
(iii) not to lie down directly after osting 


IV. PATIENT TEACHING 


1. Tesch the woman nutritional changes which are required by her progres- 
Sing pregnancy 
a. Know that two-thirds of fetal growth occurs during the second 
tripester 


b. Know that extra nutrients are required for building fetal tissues 
and for meeting increased petabolic needs im the mother 


¢. now thet one quart of silk can furnish over three-quarters of o 
day's calcium requirements 


- Teach the mother that both calories and protein cam be gained froe 


(a) 8 daily serving of meat with preference givea te liver 
(b) the addition of one or two eggs to the daily intake 
(c) increased intake of milk products 
(d) use of whole grain cereal 
4. Know thet during the third trimester care wust be takea that the 
mother does not gain too such weight 


4, Regulate chenges in the woman's diet by 


(a) the amount of weight being gained 
(b) the woman's individual energy requirements 
ii. Recommend that in-between weal snacks should coasist of raw 
vegetables and fresh citrus fruits 
e. Know thet sodium msy not be well escreted during pregpaacy reeult- 
ing in edema 
i. Advise the woman to reduce her salt (sodium chloride) intake 
ii. Review with the woman foods which should be avoiced whem salt 
is restricted, For example 


(a) packaged and canned soups 
(b) peanut butter 
(c) soft drinks 

iii. Instruct the wosas te 


{e) examine the labels on packaged foods 
(b) avoid those that contain sodius chloride 


2. Teach the woman during the second trimester about 


a, Braxton-Hicks Contractions 
bi. Quichening 


a. Gnow that 
i. the uterus is constantly contracting and relasing 

ti. during the sidtrimester the contrections sre generelly below 
the sensory level but an occasional sensation of tightening 
ts felt 

4ii. during the third trimester the sensation of tightening may 
be perceived at a higher level and associated with 8 backoche 
or wild discomfort 


b. Know that the painless contractions of pregnancy 
a. ore called Braston-Hicks Contract)ons 


di. are wore likely to be perceived by the mother when she is ot rest 
iii, can be sti@ulated during uterine palpation 
(a) Teach the mother that 
(1) Braxton-Hicks Contractions will occur during pregnancy 

(41) the contractions are #® normal pattern 

(ita) they are not labor contractions 

(iv) she will become wore aware of them as pregaamcy pro- 

gresses 


(b) If a contraction occurs during an examination 


(1) adentify it for the mother 
(a1) encourage her to feel her abJowcn and identify the 
harening uterus 
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¢. bnow that the fetus becomes strony enough for the mother to feel 
intra-uterine movements 


1. at stateen to eighteen weeks im a gultigravida 
41. at eighteen to twenty weeks in a primigravids 


d. know that fetal movements felt by the mother for the first time 
are often called “quickening” 


@. Know that the time of perception of quickening cam assist in 
determining the due date of delivery. 


- Teach the woean 


(a) when quickening could be expected to occur 
(b) the importance of remembering the time that quickening occurs 


(c) that quickening is more likely to be noticed when the mother 
is at rest 


f. Know that sinor patterns of rejection occur during pregnancy and 
sre considered a norma] emotional reaction 


g- Know that the following situations can wotivate rejection 


i. the physical environment of the home situation 

ii. social pressures of work, value systems and life styles 

iii, emotional immaturity in the pregnant woman 

iv. rejection of the feminine and maternal role by the pregnant wows 
v. the relationship of the pregnant woman with her sother 


{a) If motivational situations for rejection sre elicited froe 
the woman's history and/or conversational cues encourage 
her to express her feelings by 


(i) expressing an understanding of the difficulties 
this pregnancy has created 
(ii) returning s statement made by the gother im the 
forw of a question 
(iii) allowing the woman to feel that she is not pressured 
by tige 


(b) Assure the woman of the normalcy of her feelings 


(c) Refer the woman to an appropriate agency if there is a 
specific problem (e.g., Boney, work) 


h. Know that 6 g@inor pattern of rejection can change after the mother 
becomes aware of fetal movement 


3. Teach exercises for relaxation and childbirth commencing im the second 
trimester 


a. Know that if a woman is able to relax she wil) be able 


i. to rest during her pregnancy 
il. to sustain her energy during labor and delivery 


(a) Instruct the woman 


(i) to assume a position on her side which is comfortable 
(upper leg bent more than the lower, head on one 
pillow, lower arm behind her back) 

(ii) tense muscles in one leg and relax and alternately 
tense and relax localized muscles in other leg, 
ares, back, abdomen, neck and face : 

(iii) relax al) quscles and with eyes closed rest quietly 
for ten einutes. 


(b) Suggest to the woman thet she practice relaxzstios before 
Sleeping at night. 


" 


b. Know that if a woman is able to change her breathing patterns te 
conform to differing contractions she will be able to work with 
the contractions 


¢. Know that for exercises to be effective they must be practised 
in order that the woman can maintain control during labor and 
delivery 

d. Know that husbands can be effective cosches of prenatal exercises 

@. Know that deep intercostal breathing allows for 


i. aimcreased oxygenation during early labor 
ii. aids in @aternal relaxation 


(a) Encourage the husband to be present when the wife is 
being taught her prenatal exercises 


(b) Instruct the woman tu 
(i) lie on her back 
(ii) place her hands on the lower rib cage with finge 
tips meeting . 
(iii) take a deep breath in and attempt to make the 
touching finger tips part and then to breathe out 
(av) repeat the exercise breathing regularly and slowly 
iii. Tell the woman and her husband thatthis exercise is to be 
done during contractions when labor contractions being to 
be felt 


f. know that abdowinal breathing 


i. reduces muscle tension during the latter part of labor 
ii. lifts the abdowinal well away from pressure on the wterus 
(a) Tell the woman and her husband that this eaercise is to 
be done 


(i) when the contractions are closer than every 3-$ minutes 
(ii) throughout the Jength of the contraction 


(>) Instruct the woman 
(i) to lie on her back 
(11) breathe in slowly and lift the abdoeinsl wall at 
the same tise 
(iit) breathe out and relos the asbdomins] well 
(iv) repeat the exercise breathing regularly and very 
slowly 
(c) Place hands on the abdomen and chech that the exercise is 
being done correctty 
g- Review exercises with the other at each prenste) visit and assess 
the amount of increase in shill from the previous visit 
4. Teach the woman the changes that are occurring im her baby during 
pregnancy 
a. know that being able to imagine what the fetus looks like makes 
it wore real for the sother 
1. Ask the mother if she would Like to listen to her baby's 
heart beat, and if she wishes to, 
(a) locate the fetal heart, using an appropriate fetoscope 
or stethoscope 


(b) place the stethoscope in the mother's ears 


6. 


ai. from thirty-four weehs eestation identify for the auther the 


parts of the buby being felt during uterine pelpeticn 
Discuss methods of infant feeding with the mother 


&. Note the mother's infant feeding preferences on her record 

b. Know that if a mother has no particular preference for one method 
the value of breast feeding should be explained 

(3 


Know that the stimulation of sucking causes the release of oxitocin 


from the anterior pituitary gland which causes contractions of the 
uterine muscles 


~ Tell the mother that if she decides to breast feed her baby 


(a) she will help to meet both her own and her baby's eaotional 
needs 


(b) the close relationship established between her and the baby 
before delivery will be continued 


(¢) the baby gains satisfaction through the ware skis te skis 
contact 


(d) the action of the baby sucking helps the uterus returs to 
its prepregnant size and shape wore naturally 
Examine the mother's nipples if she wishes to breast feed 
a. Know that it is difficult for the baby to suck on inverted nipples 
b. Know that mild stimulation causes erection of the aipple 
- If the mother's nipples are inverted 


(a) demonstrate how, by gentle traction, the nipple cam be 
everted 


(b) teach the mother that if this exercise is done twice o day, 


every day, by the time delivery takes place the baby should 
be able to grasp the nipple 


c. Know that colostrum may be expressed from the breasts by the 
sixteenth week 


d@. Know that the secretions of colostrum can fore a crust ca the 
nipples 


i. Express colostrum from the breast end desonstrate to ths aother 
how her body is preparing for lectstion 


41. Teach the mother the importance of wishing the wipples daily 
and removing traces of colostrus 


Ouring the third trimester instruct t' » woman im preparation for the 
onset of labor 


a, Know that many womsa 


4. fear for their safety during labor anddslivery 
ii. have vague ideas concerning the process of delivery 
fii. are afraid of the unknown 


b. Know that preparation for labor influences attitudes toward, and 
progress made, during the intrapartum period 


i. Encourage the mother to ask questions by asking 
(s) what old wives tales she may have heard 


(b) if her own experiences, or those related by others have 
concerned distressing experiences of labor and delivery 


ii. Refute the old wives tales end explain how they cams about 


ifi. Alley fears of the occurrence of distressing experiences ig 
labor and delivery by 


(0) assessing with her the present stetus of her pregnancy 

(b) estimating the probabilities of a normal outcom 

(c) being completely honest in answering questions 

(d) giving information which will help the mother master ber 
inner fears 


iv. Instruct the mother in signs of approaching labor 


(a) lightening (engagewent of presenting pert) 
(b) show 

(c) persistent backache 

{d) rupture of sembranes 


v. Tell the woman how labor may start 


(a) as sporadic low back discomfort radiating to the front 
(b) as distinct contractions 
(c) with rupture of membranes 


vi. Instruct the mother and her husband how to time her contractions 


(a) look at s watch when the contraction begins and agsia when 
the next contraction comes 


(b) make @ note on a pad of the times 
(c) calculate the interval between thea 


vii. Tell the mother to report when her contractions are 8 te $ 
@inutes apart and regular. 
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HISTORY 


PART THREE 
LABOR AND DELIVERY 


A. Interview with the patient. 


Ask the mother if 


i. she is having contractions 
ti. her membranes have ruptured 
iii. iff she has had any “show™ 
@. Know that contractions could occur with false labor 
b. Know that uterine contractions 
i. of increased strength 
ii. of increased length 
iid. of increased frequency 


are indications of true labor 
c. If the mother states that she is heaving contractions, ask 


4, the frequency of contractions 
‘i. the length of cantractions 
fib. the time the contractions commenced e regular pattern 
(a) Observe the length, strength, and frequency of contractions 
at time of first contact 
(b) Calculate the progress of labor by comparing observaticas 
with patient's reported history 
d. Know that gembranes can rupture prematurely and prior to labor 
i. If the mother states that her membranes have ruptured ask 


(a) the tise they rmoptured 
(b) the amount and color of the discharged fluid 


ii. Calculate the length of time the membranes have ruptured 


e. Know that if the sembranes have been ruptured for 24 hours or sore 
the risk of infection (to the fetus and/or amnionitis) increases 
with each hour that the fetus remains undelivered and no prophy- 
lactic treatment has been commenced 
- If membranes have been ruptured for 24 hours or longer refer 

to a physician immedistely for prophylactic treatment and/or 
induction of labor 


f. (now that it is possible for a mother to mistakenly identify 
haeworrhage as show 


i. Gheck the amount of blood loss at the time of first contect 


ii. Observe the amount of vaginal discharge during the following 
hour 
iii. 1 the patient is bleeding refer her to a physician immediately 
Check the patient's record for the history of 
i. past pregnancies 
ii. present pregnancy 
iii. complications of present pregeancy 
jv. calculated date of delivery 


a. Know that a primigravide will probably have one-third longer lebor 
than a multigravida 


b. Know that after five deliveries the uterine suscles of 8 sulti- 
parous patient could lack tore and the labor could be longer 


- Observe for signs of desultory labor 


c. Know that where the previous labor and delivery was under four 
hours it could be predicted thet the present lebor and delivery 
could be four hours or less 


~ Meke preparation for a rapid or precipitate labor and delivery 


d. If the mother has been designated as s high risk, transfer patient 
to a physician's care 


e. Know that if the mother is thirty-eight weehs gestation or less 
she 18 designated as being in premature labor 


- Transfer patient to # physician's care inmedistely 

GQheck the laboratory reports in the patient's record 

a. Know that # patient who is ansemic when she enters labor has o 
greater possibility of 


i, intrapartum haeaorrhage 
ii. postpartum haemorrhage 
iii. postpartum fatigue 
- If the haemoglobin level taken within two weeks of the time of 
delivery is less than 11] gms, transfer patient to o physician 
for management of delivery 
b. Know that # patient who has had proteinurea during labor 
(associated with # aild toxemia) could exhibit increasingly severe 
syeptoms of toxemia during pregnancy 


- Refer to a physician for management of delivery 


c. bnow that if there has been a weight gain equal or greater than 
20 Ibs. (9 kgm) during pregnancy, the @other could begin to exhibit 
symptoes of toxesia during labor 


4. Obtain uncontaminated specimen of urine and test for protela 
after each voiding during labor 


ii. During labor take the blood pressure every two hours 
iii. Observe the hands and face for signs of edema 


iv. If any signs of symptoms of pre-eclamptic toxemia are detected, 
refer to » physician immediately 


EXAMINATION PERFORM. D 
A. Fetal Vital Signs 


Listen to fetal heart sounds every 
i. hour during early labor 


ij. half hour when contractions are between seven minutes and 
four minutes apart 


iii. fifteen minutes shen contractions are between four ainutes 
and two minutes apart 


iv. five minutes or between contractions during the second stage 


2. When listening to the fetal heart sounds 


4. count the rate 
ii. pote the rhyths 


&. Know the signs of fetal distress (see Part he) 


Know that the possibility for the occurrence of fetal distress 
increases as labor progresses 


€. know that there is # minimal slowing of the fetal heart rate 
during 8 contraction 


d. Know that the regular fetal heart rate should be regaised withia 


S seconds of the completion of a contracticn 


i, Listen to the fetal heart for s full minute 
ai. If there is a probability of fetal distress occurring, 
increase the frequency of taking the fetal heart 


e. Know that changes in the fetal heart rate cam be associsted 
with 8 diminished oxygen supply 


f. Know that oxygen cam be prevented from reaching the fetal circe- 
lation by 
i. materna) cardiac problems 
ii. maternal respiratory probleus 


iii. premature separation of the pleceata 
iv. cord compression 


v. malformations in the fetal circulatory systes 
g- If sywptoms of fetal distress are deaonstrated 


1. estimate the stage of labor 
41. observe the mother for conditions which could cause distress 
iii. adwinister oxygen to the wother as 8 prophylactic esasure 
av. rechech the fetal heart sounds every five minutes 

v. refer the patient to a physician immediately 


h. Explain to the mother the reason for administering the oxygee 
i. Remain with the mother constantly until the physician essumes 
Fesponsibility and keep her informed of progress 
B. Maternal Vital Signs 
1, Time uterine contractions when the fetal heart is checked 
8. Know that the normal pattern of uterine contractions 


i. commence in the fundus 
ii. progress in @ wave to the uterine isthaus 
iil. regress towards the fundus 


b. Know that abnormal] contraction patterns cam cause delay im the 
progress of labor 


i. Place # hand on the fundus to assess uterine contractions 
ii. If uncoordinated uterine action 28 suspected, place one hand 


over the uterine fundus and the other suprapubically aad aote 


the origin of the contraction 


c¢. Know that the length of a contraction is calculated fros the tins 
the uterine wuscles become contracted to the time whem the uterise 


@uscles commence to relax. 


d. Know that contractions that last longer than 70 seconds could 
diminish the oxygen supply to the fetus 


ce. Know that the frequency of # uterine contraction is calculated 
froe the commencement of one contraction to the commencemsat of 
the next 


f. Know that to accurately ties the frequency of contractions sore 
than three contractions should be sonitored 


i. If contractions are occurring closer them two sisutes apart 
and last longer than 60 seconds 


(a) check the fetal heart rate 
(b) estimate the stage of labor 
(c) observe the mother for signs of exhaustica 


fi, Decide whether 
(a) imminent delivery is possible 
(b) hypertonic contractions are present 
(¢) placental separation is suspected 
iii. If delivery is not imminent 


(a) refer patient to a physician immediately 
(b) describe the signs and symptoms present 
g- Know that when # contraction occurs the uterine guscles retract 
and assist in the dilatation of the cervix 
2. Record the maternal temperature, pulse and respiration every four 
hours while in labor 
a. Know that an elevated temperature (1°F over the normel range) 
could be 


(i) due to infection 
(it) or dehydration 


i. If infection is suspected 


(a) ask the wother for specific symptoas which she ssy hove 
(b) check the mother for signs of 
(i) influenza 
(ii) contagious children's diseases 
(iii) disease foci (boil, sbscess) 
ii. If dehydration is suspected check the mother's urine for the 
presence of acetone 
- if present increase the wother's fluid jetake (orally or 
by 1.¥.) 


b. Know that dehydration disinishes the effectiveness of the uterine 


contractions 
- As ® prophylactic against dehydration asintain fluid iatake 
throughout labor 
(4k) orally exd/or 
(ib) intravenously 


c. Know that an increase in pulse rate to 100 beats per ainute or 
above during labor could be dus to 


i. interne) haemorrhage 
fi. dehydration 
-{f internal haeworrhage is suspected 


(a) chech feta) heart rate 
(b) palpate the abdomen for signs of rigidity of ebdoainal 
esuscles, localized ares of acute pain 
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(c) observe vaginal discharge for signs of fresh blood 
(d) report findings to # physician imeediately 
(e) and transfer paticnt to his manayenent 


d. Know that signs and symptoms of toxesia @ay become revealed as 
labor progresses 


i. Qheck the mother for signs of toxemia 


di. If signs of toxeaia are observed report findings to a physician 
im-ediately and transfer patient to his managemeat 


€. Know that # sudden drop in blood pressure accompanied b 
of faintness a Paes 


(a) may be caused by the weight of the Pregnant uterus resting 


on the inferior vena cava when the eother is in the recumbent 
position 


(b) may be due to a drug reaction 


i. Maintain @ constant check on the maternal pulse rate 
Ai. Qbserve the sother for pallor and cyanosis 
iii. Retake the blood pressure within five ainutes 

iv. If the blood pressure level improves 


{#) the patient's color returns to normal 
(b) and the maternal pulse maintains a regular rete 


encourage the mother to remain in @ lateral position for the 
remainder of the labor 


v. If the blood pressure level reasins low check the patient's 
record for 


(a) any drug which had been given receatly 
(b) any history of allergies 
vi. If anaphalactic shock is suspected 
(a) refer to s physician iamedietely 
(b) prepare to give resussitetive care if required 


3. Synthesize the observed vite) signs and maternal response to labor te 
calculate the possibility of materna) exhaustion 


a. Know that maternal exhaustion may precipitate fetal distress if 
maternal exhaustion is suspected increase the frequency of observing 
the fetal vital signs to every 15 minutes 


b. Know that 


i. dehydration 
ii. incoordinate uterine activity 


iii. cephalo-pelvic disproportica 
iv. abnormal presentation 


v. Y¥igid pelvic musculature and weak uterine coatractions 
can lead to prolonged labors end possible materna) exheustica 
c. If @ labor appears to 


i. require augmentation 
ii. show signs thst obstruction is present 


refer to a physician immediately for continuing management 
Obstetrical Examination 
1. Perform « rectal or vaginal exapinsticn 


&. Know that progress in labor can sost eccurately be assessed by os 
internal examinatioa 


b. Know that effacement of the cervix 
4. means tne thinning of the cervicel canal 
41. occurs prior to delivery ia a priaigravids 
dia. cam occur concurrently to labor im o gultigravids 
c. Know that dilatation of the cervin 


4, means the opening of the cervical os 
41. 18 a definitive part of lebor 
lil, Occurs in conjunction with and because of uterine coatractions 


4. Know that the rate ot cervical dilatatiom is infiusnced by 
a. effecewent of the corvia 
il. parity 
iii. strength, length and frequency of uterine contractions 
iv. pressure from the presenting part 
(a) Locate the extermal os of the cervix by digits) examination 


(b) By the use of fingers estimate the asount of dilation and 
record estimate im centimeters 

(c) Estimate the degree of effacement by feeling the consistancy 
of the cervix and determining the thickness of the cervical 
canal 


@. Know that if the membranes have not ruptured the amiotic sac 


i. can be felt through the cervix 
ai. may be felt to bulge during a contraction 
iii. could be eistaken for the oedematous scalp of s vertex preseatetion 


(#) Determine the tension of the amniotic sac 


(b) 1f the membranes are ruptured observe the color and odor of 
fluid which drains during the exapinetion and compare with 
the criteria of norms) amniotic fluid 


f. now that presentation and position of the fetus diagnosed on 
abdominal exapination can be confirmed during an internal examination 


know Chat in @ vertes presentation the identification of the sutures 
and fontanelles om the fetal head confire the positica 
h. Know that 
i. four sutures enter the anterior fontanelle aahing it diamond 
shaped 
if. three sutures enter the posterior fontanelle making it tri- 
anguler shaped 
141i. the sagittal suture Jinks the anterior and posterior foatanelle 
(a) Confirm the vertex presentation and identify the 


(i) sagittal suture 
(ii) the posterior fontanelle 
(itt) the Jamboidal suture 
(iv) the anterior fontanelle 
(b) Establish the location of the occiput and relate it to the 
quadrant of the mother's pelvis im order to establish the 
fetal position 


i. Know that molding 1s overriding of the sutures by the fetal skull 
bones 


). know that with descent of the fetus through the pelvis pressure is 
exerted on the fetal sholl causing molding 


bk. Know that excessive molding is associated with cephalo-pelvie 
disproportion 


1. Know that abnormal molding is associated with malpreseatstion 


@. Know that a caput succedeneum is # collection of fluid ia the fetal 
scalp which 18 circumscribed by the cervical os 


i. Jf a gross change in molding is diagnosed 


(a) assess the progress of labor 
(b) check the pelvic assessment for signs of suspected disproportice 
(c) observe for signs of 


(i) maternal exhaustica 
(ii) fetal distress 


41. If cephalo-pelvic disproportion is suspected refer to a physicias 
lemediately 


aii. Differentiate between excessive molding and a caput succedencus 


iv. Differentiate between s caput succedeneus and a tense amiotic 
sac 


&. Know that descent of the fetus takes place throughout the course 
of lehor 


©. Know that the level of the presenting part in the pelvis is estimated 
by its relationship to the ischial spines 


P. Know that if the vertex is at station 0 engagement ‘of the presenting 
part has taken place 


i. Locate the ischial spines by digital examination 
ii. Identify the station of the presenting part 
iii. If # pri@igravids commences labor with the presenting part at 
spines -1, observe closely for signs of 
(8) cephalo-pelvic disproportics 
(b) ineffectual contractions 
{c) lack of descent as labor progresses 
(d) descent with excessive molding 
iv. If there are signs of delay and inadequate descent of the fetus 
after labor has been established for two or three hours, refer 
to a physician immediately 
v. If @ multigravide commences labor with the presenting part 
above the level) of the ischial spines 


(a) check previous pregnancy history for size of previous babies 
and gestational age of previous babies 


(b) note the degree of cervical effacement 
(c) note the length, strength and frequency of contractions 


(d) observe closely until labor has been in the active phase 
for one or two hours thep reassess the sother 
(i) if descent has taken place continue with observations 
(ii) if no progress has been made refer to « physician 
impediately 
q. Know that ischial spines which are long and pointed can be associated 
with 
i. @ long funne) shoped pelvis 
ii. a narrow pubic arch 
iid. 8 flat secns 


which could be related te 


i. 8 posterior positica 
ii. prolonged Jabor 
dil. deep transverse arrest 
iv. long second stage 
v. perineal and vaginal iscerations 
r. Know that the ischiol spimes which are short and rounded can be 
associated with 
4. # round shallow pelvis 
ii. #8 wide pubic arch 
dit. © curved sacrus 
which could be related to « normal delivery 
(2) Estimate the length and shape of the ischial spines 
(b) Feel the shape of the sacrum 
(c) Feel the angle of the pubic arch 
3. [Know that if good spontaneous contractions (every 2-3 minutes lasting 
60 seconds) have progressed for 60 minutes with 
i. no fetal distress 
{i. no descent of the presenting pert 
444. increasing edewa of the corvia 
iv. increasing @olding and/or edema of the presenting part 
obstructed labor is suspected. Refer immediately to 8 physician 
for continuing management 
Compile the findings of the vaginal @naminetion which could be critical 
to the process of labor 


Palpate the uterus 


a. Know that at the commencement of labor the fundus is et the level 
of thirty eight weeks gestation 


b. Know that the position, presentation, lie and degree of engagemsnt 
of the presenting part is assessed at the beginning of labor 
c. Know that es labor progresses 
1. the presenting part cannot be palpated abdoainally 
di. the location of the fetal heart descends and becoees sore 
central 


Lik, the fetus descends, begins to straighten and the uterus 
becomes less ovoid 


(a) Palpate the uterus prior to cheching the fetal heart rate 


(b) Estimate changes in fetal configuration and calculate say 
relocation of fetal heart sound 

(¢) Reduce mother's potential anniety by rapid location of the 
fetel. heart 


LABORATORY TESTS 
Urinalysis 


A. 


Perfore @ urinalysis 


4. om admission 
fi. when the patient voids 


pie geo 


ent ahr pein a sl send oe a 


Ahad comedy ee te 

paint strats manana oe rare en 3 . 

aeviaayia Carivaaad Ys eetawh ane kena (@) 

wid taen zon pre aeopenenapanat 

waa wi S3sa QA? wi oeiet Lieen: th syed} 
toler eat aot Fela ek oad 


samdawe vere a0" coated tonsww Cy) 
ph ya med won “a hs) 
Wee iered aed ees eldiee eee gat ore dahon woqdan faddeul deer oat jqrngemne srieinsnawns A canta my Or 7 
; hte liec ent taaeepere@ .f- . 7 
tlelwy Lagnte’ hie park & i a ha 47 3f 
aed ed a: ot belensen 0 (iste wee Sma Tale oe ee a 
_) 


i ERNE AT aD! eal 5 ithe 


eosin fedrntdeq a 4 Anan Hep, : ' -. © 
WeAit Wigioleny ae ; ~~ a 
THOU Wer yee ye Gale, tid r - 
Meda ORO G45 01 7 - p ‘ 
ORs Menlbet ee anette oe p b u 
“ee 


06 a2 sebevm be pilide ty tly diye telet t ee eet 


Gr Lalerpatee i vs 
adviey wel tete ‘nade asus a 
dow didmy tide nth : Si cnietsibdl, 1s ocdibelih: rch 8 RA Sa » - 
amen ope a tp eNO Fe real ae iw 
Perth lowiae 4 WE brat rd ba Ste Seiden ee x A 
davdgy La hdind ety te wren ri Ty eet Lae) ere ent i 7 
ornes Bh. G9h poet. Ceh 
eye vient Na LSet on? \aet 4s) ml icatanad Casa pre wa aloe stoned det = 
gedaan terse 8b reve) andi tories caeyha baad tiny 3). Lad wend he tar wtye ths Yu er ; 8u : 
Ohio crtptin BF er here myreg eve jenteoer Go ai nl 
“neritic ca Opt / ‘temdcdorn Sai ag tow ad ' ‘" 
Hines ws Br Me hes A! aa wT Anca ea per math x o 7 


reheat eeceeia oie 
Peng geutuebeis BY ty wee MDA banp part ad pana vi 


mili ehy A Ok Ni aretbewel awtey tet eit eb Wedd» Lad tidcece 
Sal bleed gt bet Lard td 


S041 of oh Bide Ni bo gly batages ele te PUTPNLY FOP Vitqon) ot 
WOsas We Ad yoeny dca ot 


mane adr efeqiet? = .t 


Herat! Gh de Ak ele 4d eID le Depew iiay Ohi M4 lal ond oe 
BATLIUSS ered dey te erties tp 


Pameagerve ta eyitek kar 9!l gett iatiewey poet tle aff fare eed og 
sweet De Wy piiat paed ett er eine nd gene IPE wee war To 


feetey gery sine Oy feat nd oe 
1 hemlet baregiey o° MARE. Noe ge) sadaeey ete 5 
PHT emcee dew atawanel treed Larad ars Ve why raent oat 
dayedes 


wate GE Bee PORdg OTN. we reeet are ape iwoist wtp 14) 


Ahee EME fatal wee, yertoeds 6) Yhiyy, ate aie ts) 
wr SMe adee Bee UVa Vege bind rors A mw 


ech te mi teet) Bien ye ateiens ine ts sta 


Why 
: ley a 
4 Abele eo eneteay 
shine Pa neers th 
a ot : i" : 
- = » pa 
—— a + a 7 


a (65 = 


a. know that toxemia may couse increasing levels of protein to be 
produced during labor 


ih. 


{f protein is present 


(a) 


(b) 


check patient's record for a history of 


(i) kidney disease 
(ii) pre-eclamptic toxemia 


check patient's adwissioa observations for 


(1) blood pressure level 
(1i) edema of the hands and face 


If toxemia or kidney disease is suspected refer to @ physician 
for continuing management when condition diagnosed 


b. Know that acetone in the urine gay be a sign of dehydration 


di. 


If acetone is present check if the patient has beem losing 
excessive apounts of fluid by 


(a) vomiting 
(b) diarrhoea 
(c) perspiration 


Ensure that losses of fluid are replaced 


IV. MANAGEMENT OF CARE 
A. Observation of progress of lebor 
Differentiate between the stages and phases of labor 


1. 


2. 


a. know that the first stage of labor lasts from the establishuest 
of true labor contractions until the cervix is fully dilated 


b. Know that the first stage is divided into three phases 


1. 


fi. 


iia. 


The latent phase (from the commencemsnt of the first stage 
until the cervix is 3-4 ca, dilated) 


The acceleration phase (from 3-4 ca. diletation umtil 6-9 ca. 
dilatation) 


The deceleration phase (frow 8-9 cm. diletation until the 
cervix is fully dilated) 


¢. Know that the second stage of labor lasts from the full dilatioa 
of the cervix until the complete expulsion of the fetus from the 
birth canal 


d. know that the third stage of labor lasts from the delivery of the 
fetus to the complete expulsion of the plecents and membranes 


e. Know that the wother's behaviour patterns change as she progresses 
through the stages of labor 


f. Know that during the acceleration phase the mother can becom 


i. 
ai. 


Testless 

uncosfortable 

anxious 

withdream 

have difficulty coping with the stiguli of the comtrectioas 


f&- Know thet a full bladder may cause 


aniense discosfort 
painful uterine coatractica 


h. Know that loneliness and fear can iatensify sother’s resctica te 
contractions 


i. 


1S 


thi. 


iv. 


v. 


Observe the sother for signs of restlessness and probleas ia 
coping 
Lncourage relasation by 


(a) providing companionship 
(tt) cosching in using breathing exercises 
(c) ensuring the asintainance of personel hygiess 


Encourage the father to provide his wife with 


(2) cospanioaship 
(b) breathing coaching 


Encourage the eother to void every two or three hours 


If the wother does rot wish to void 


(a) palpate the abdomen to chech for s distended bladder 
(b) if & full bladder is present 


(4) encourage the sother to void 
(11) catheterize if all other methods fail 


i, [now that during the decelerstiow phase the mother may 


i, 
nis 
lil. 
tv. 
v. 


grunt towards the end of the contraction 

vowit 

co@plain of pressure on the pelvic structures 
eppear withdrawn and unaware of her surroundings 
observe the wother for signs of expulsive urge 


(a) 
(b) 
(c) 


holding breath at the end of @ contraction 

e@xpulsive grunt 

apparent diminished perception of discomfort and increased 
ability to cope 


j. Know that when the cervix is fully dilated fetal descent io sore 
rapid causing stretching of the vagina and adjoining pelvic aus- 
culature and producing an expulsive effort in the mother 


a. 


Plece the mother in a position which will enhance the pelvic 
curve and facilitate the sother's om efforts to espel the baby 


Encourage the mther to relax between eoch contractions 


Adeinister medication according to 


i. 
ba. 
aii. 


the stege of lebor 
the rate of progress im labor 
the behaviour of the sother 


a. [now thet 83 contractions become stronger, longer and sore frequeat 
a threshold 1s reached ebove which the mother perceives thee as 


painful 


Know that if the latent phase is excessively prolonged wild sedation 


to encourage rest and rejaxation way subscquently enhance the force 
of the contraction 


Prior to administering any aedicstion 


(a) 
(b) 
(<) 
(4) 


assess the progress of Isbor 

estipate the degree of cervical dilatstioa 
chech the fetal heart rate 

ensure thet the bladder is eapty 


di. 


3. 
1. 

ii. 

a. 


Following sdwinistration of a drug 


(a) encourage the mother to assume a confortable positien 

(b) ensure a peaceful environment 

(c) observe the mother's behaviour for signs of a Tepid transi- 
tion through the acceleration phase of labor 


Administer medication during the first stage of lebor which will 


&s3ist the mother to rest and relax 
relieve the discomfort of contractions 


Know that phenothialine derivatives (e.g., Sparine, Thorezine, 


Phenergen) 


reduce snxiety 

Suppress nausea and vomiting 
enhance the action of marcotics 
can cause hypotension 


(a) Following administration of a phenothiazine derivative 


observe the patient for symptoms of e suddea drop ia 
blood pressure 


(b) If the blood pressure drops suddenly refer te « physician 
immediately 


b. Know thst Meperedine (Demerol, Pethidine) 


i. 
ai. 
dai. 
jv. 


v. 


is @ synthetic analgesic 

relaxes the smooth suscles of the uterus 

has # relaxing effect om the cerviz 

should produce pain relief im approximately 20 misutes free 
the tiwe of administration 


if given an the latent phase of labor cam lessen the effective- 
hess of contractions 


(a) Do not administer Meperedine if the mother is entering 
the deceleration phase 


(b) Observe the mother carefully for rapid progress through 
the first stage of labor 


Administer medication in the second stage of labor which will diminish 


the discomfort of the perineal and pelvic musculature stretching 


8. Know that any inhalation analgesic administered to the mother is 
absorbed into her blood stream and can reach the fetus casing 
possible newborm respiratory depressioca 


b. Know that nitrous oxide wized with air (or Oxygen) or trilene 
analgesia way be self-sdministered by the mother 


c. Unow that trilene analgesia hes e cumulative effect ia the body 
over tige 


di. 


iia. 


bo not allo» prolonged use of inhalation analgesic during 
the second stage 


Instruct the pother to inhale the gas only during coatrections 


Do not use the gas analgesic as an anaesthetic 


d. Know that peristaltic activity of the gastro-iatestinal tract 
diminishes during labor and vowiting could occur with the edmin- 
istration of a gas analgesic 


e. Know that vomiting while under the influence of iohalstian 
analgesia masy result is eatermal aspiretion causing 


(a) Before sdministering gas ansigesia check with the sother 


{i) the tice of her last oeal 
(il) the time of her last intake of solid food 


(>) If es weal had been taken since labor was established do 
mot give an inhalation analgesia 


B. Mechanism of a norwal delivery 


1. 


Observe 


the progress of labor and be mare of the adaptive movessats 


of the fetus as this takes place 


a. Know that as the fetus descends through the pelvis there should 
be increasing flexion of the fotal head 


b. Know that as the flexion increases the muscles of the pelvic floor 
cause the occiput to rotate anteriorly 


i. 
ii. 


the sagittal-suture is in the anterior-posterior disester 
the smallest cephalic diameter (sub-occipite-bregmatic) is 
presented for delivery 


(#) If flexion does not increase there pay be delay im desceat 

(b) If the occiput entered the pelvis posteriorly and while 
rotating anteriorly the vertex becomes fixed by long 
ischial spines 


(i) deep transverse arrest occurs 
(ii) progress through the pelvis ceases 
(1ia) refer patient to a physician immediately 


(c) If the presenting pert is descending with contractions 
during the second stage 


(i) encourage the @other to push during @ contraction 
(ii) chech the fetal heart rate between contractions 
(ida) while progress is maintained and no fetal or astersal 
distress 13 observed do not interfere 


c. Kmow that the fetal head 1s delivered by oatensioca 


d. Know that crowning takes place at the time the widest diameters 
of the fetal shuli have passed through the bony outlet of the pelvis 


¢. Know that rapid expulsion of the fetal head from the birth cana) 
could cause 


fi. 


sw9den changes in intra-cranial pressure im the fetus which 
could result aa intre-cranial damage 


excess troums to the perimeal and vaginal tissues 


(e) When the fetal head can be seen at the vulvs, control the 
speed of expulsion by pressure froa the hand 


(b) Attempt to deliver the head at the end of s coatraction 


f. Know that the umbilical cord can be 


LA 
dhe 


wrapped tightly around the beby’s neck 
wrapped loosely sround the nech and body 


g- know that tension om the cord could result io 


ae 


tearing of the cord from the place of insertion (placeats, 
baby) 
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4a, increasing Comstractiom around the buby's acch resulting 
in Congestion of bluad an the baby's head und blockage of 
the sireay if respiratory efforts ure asde 


() lameJiately following delivery of the head 


(1) check for the presence of » loop of umbilical cord 
around the mech or around the body 

{at) af the umbilical cord is present check to see whether 
it ie Joose or tight 


(b) If the umbilical cord is loose prepare to delivery the 
baby through the loop 


(c) If the umbilical cord is tight 


(1) encourage the sother to pant rapidly in order to 
prevent hes pushing 
(ii) Clamp the cord 
(iii) sever the cord 
(iv) unwind the cord fros around the baby and proceed 
with the delivery 


Know that restitution and external rotation of the fetal head 
indicate the fetal shoulders are positionted for delivery 


Know that the anterior shoulder should be delivered first and 
the posterior shoulder lifted over the perineum. If the mother 
Commences expulsive efforts before the shoulders are im the 
anterior-posterior position 


i. encourage her to pant rapidly 
21, assist the shoulders to rotate to the anterior-posterior 
iii. allow mother to push when the shoulders are in the anterior- 
posterior positian 


Know that in a natural delivery there can be a delay of ten to 
fifteen minutes from the delivery of the baby to the recoamencesent 
of uterine contrectioas 


Know that immediately following delivery 
i. the uterus is retracted over the placents 


4i., the lips of the cervix hang down into the vagina and may be 
seen and/or felt 


Know that with uterine contractions the placenta shears off froa 
the uterine wall and signs of separation occur 


(a) the empty fundus rises above the level of the funtus and 
becomes more pobdile 


(b) there is a smal! expulsice of blood 

(c) the cord (visible outside the vulva) lengthens 
1. If the plecents is to be delivered naturally 

(a) refrain frow 


(i) manipulating the fundus 
(ii) pulling om the cord 
(iii) performing vaginal exasination 


(b) place » hand over the fundus and observe the sother for 
signs of 


(i) placental separatica 
(il) haemorrhage 


ai. When signs of placental separstion have occurred 


(a) encourage the mother to push with @ uterine contraction 

(b) deJaver the placenta and mesbranes 

(c) twist the aftercoming @embranes to form a rope to ensure 
that \hey remain intact 


Know thet the placents can be expelled {roe the uterus 


i, by sternal effort 
di. by funda) pressure 
iii. by manus) reaovel 


Know that funda) pressure 


i. 33 only exerted om a well contracted uterus when the plecents 
is known to have separated 


ii. could cause inversion of the uterus if applied to a relaxed 
uterus 


tia. cam be combined with cord traction IF 


{a) the uterus is well concrected and 

(b) the placente in the lower uterine seyacnt and/or the cervis 
is beginning to contract because of the administration of 
an oxstocic drug 


Know thet the maternal surface of the placenta is formed of cotyledons 
and that a succenturiate lobe way be formed of one cotyicdon limhed 
to the placente by blood vessels but surrounded by pewbranes 


Know that if portions of the placenta and/or eembranes are retained 
in the uterus following delivery they predispose the @other to 


(a) haerorrhage 
(b) infection 
i. Exemine the placenta and membranes following delivery te ensure 
that 
(a) no cotyledons are missing 
(b) no blood vessels enter of leave s hold in the eembranes 
where a succenturiste lobe could have been located 


ii. If 8 portion of the meebrane 


missing 


(s) make » recon on the patient’s notes 
(b) observe vaginal discharge for signs of 
(1) expulsion of the tissue 
(it) bleeding 
(111) foul odor 
Know that s post-partum hacmorrhage is a loss of 000 ce of blood 
within twenty-four hours of delivery and that this loss gay occur 
in less than an hour 
know that the ganual removel of the placenta is an ewergency 
measure performed when hacmorrhaye occurs 
1. Mo not perform a manual resoval of placeata as @ routine part 
of a normal delivery 


i If a patient has a post-partus haemorrhage and 


(oe) esther the placents has not separated 
(h) of a portion of the placenta is retained 


(1) notify @ physician iamediately 


(it) treat the patientin the place where delivery bas 
taken place until physician takes over samagenent 


(isi) perform ® manus! resoval of placente if the physiciaa 
48 Mot present and the patient's condition is deter- 
lorating 


(iv) observe the mother's vital signs and blood loss for 
Signs of deterioration im condition 
Management of Deviation from the Normal 
1. Perform an episiotoay 
o. Know that if 


i. there is delay due to the resistance of the pelvic floor muscles 
ii. there is scarring due to previous extensive repsirs 
dil. stretching the suscles further could couse @ tear 

iv. there is diagnosed fete) distress 


Vv. & prophylactic measure is required to prevent subsequest 
gynaecological problems attributed to the child-birth process 
an episiotomy wil) facilitate delivery 


b. Know that an incision from an episiotomy will heal more readily 
thao @ tear 


c. Know that 
i. a first degree tear involves the tissue of the fourchette 


ii. 8 Second degree tear involves the muscles of the perineum and 
the skin of the perineum 


ii. @ third degree tear involves the muscle of the perineum and 
the ana) sphincter 


4. Know that there are two different types of incision which cm 
be made 
i. @ widline incisios 


il. 8 medio-lateral, starting et the midline and directed lateral 
to the anus 


@. [now that an incision asde lateral to the perineus could result is 


4. difficult repair because of the transverse severiag ef the 
guscle fibres 


ii. damage to Bartholia's gland or its duct 
iii. painful healing process for the mother 


(2) Allow the mother to push for three or four contrecticns 
when the presenting part is extending the vulve 


(b) If with good forceful pushes 


(1) there is no thinning of the perineum 
(ii) no edvancement in the presenting part 


perform an episiotoay 


(c) If scarring prevents the stretching of the perineum and/or 
the perineum is so thin that tearing could result fros 
further stretching perfors an episiotomy immediately 


(d) Ensure thet the scissors used for the episiotomy are sharp 


(e) If time is svailable perform a local infiltration of the 
perineum before doing the episiotony 


(fF) We 


(i) no Cige is available 
(it) no Socal anaesthetic is svailable 


perfore the episiotogy at the height of e coatrecticn 
f. Kmow that s midline incision 


i. 18 the easiest to repair because the muscles are divided syn 
metrically 
ai. heals with little scar tissue 
iit. 18 most Likely to extend into » third degree tear 


g- [now that e third degree tear should not result im sericus com- 
plications if 


i. the patient is placed in s lithotomy position for the repair 
procedure 
bi. 8 good light is availabie 
bia. the muscle fascia is edequately sutured 


2. Manage ® post-partum haceorrhage 
a. Know thst ® post-partup haemorrhage cas occur 


4. when the placenta is in tne uterus 
tt. following delivery of the plaente 


b. know that the following conditions could give rise to s potertial 
riskh of hseworrhage 


4. wultiparity (pera $ and over) 
fi. multiple pregnancy 
fit. hydremnios 
iv. prolonged labor 
v. very large baby 
vi. ante-partum haemorrhage 


and should be referred to @ physician for care prior to delivery 
c. know that post-partus haesorrhage cam occur 


i. when there is failure of the uterus fo contract 
it. af there has been « previous ante-partes haemorrhege 
ail. when hypofibrinoginacmia is present 
iv. when there are retained portions of the placenta 
v. if there are vaginal or cervical lacerations 
vi. an the presence of uterine injury or inversion 


(a) If ® post-partum haemorrhage occurs request the presceace 
of a physician immediately 


(b) If @ haeworrhage commences when the placents is im the 
uterus 


(i) expell the placenta as rapidly as possible 
(ii) use oxitocic drugs to enhance the expulsive ectica 


(c) If @ heeworrhacge occurs following delivery of the placente 


(a) chech the consistency of the uterus 
(4i) chech the vaginal walls and cervia for tears or 
lacerations 
(bit) observe the rate at shich bload clots 


d. Know that failure of the uterus to contract can be associated 
with 
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4. inadequate stimulus of the uterine muscle by the oxitocic 
hormone frum the posterior pituitary gland 


14, overstiaulation of the uterus through excessive spasmodic 
sanipulastion 


thi. exhaustion of the uterine auscles 


(a) vy overstretcniag 
(b) tnrough prolonged we 


av. 8 full bladder smpeding the prov 


ry 
€. know that @ uterus way be stimulated to contract by 


1. firm massage of the fundus of the uterus 
Ai. Compression of the uterus between the hands 


(@) 8 fist placed in the anterior fornia 
(b) the other hand applying pressure to the fundus 


iii. use of onitocic drugs to cause uterine contractions 


f. know that once compression is commenced it must be asintained 
until an alternative treatment is started 


&- Know that oxitocic drugs 


i. of ergot derivative maintain long strong contractians of the 
uterus 


(a) can cause hypertension in 8 patient with toxemia 
(b) can cause the cervix to clamp on @ placenta before it 
is expelled 
al. of pituitary derivation produce rhythwic contractions 
111. stimulate Che uterine muscles to contract around bleeding 
points and reduce haemorrhage 
(a) If the uterus is not contracting 


(1) massage the fundus of the uterus with a fire circular 
motion to stimulate the uterine suscles to contract 
(11) sdwinister an oxitocic drug to stimulate contractions 
(223) ensure that the bladder is empty 
(b) 1f a3) other methods prove unsuccessful apply biganual 
compression until the physician arrives 


(c) When the uterus becomes contracted 


{i) refrain from continuous overstiaulstica 
(i1) continue to observe the uterine tone 


and check for signs of further bleeding 
(d) Take the sother's vital signs (blood pressure, pulse) 


(i) at regular five to ten ainute intervals 
{i1) but do not allow monitoring to take precedence over 
Yemedial measures 
lafant Care 
1. Supervise the establishaent of respirations 


a. Know that the newborn's spontaneous respiratory effort could be 
inhibited by mucous im the nose and south 


b. Know that the establishment of respirations is the eost critical 
factor in the first minute of life 


c. know that sechanica) instruments for suctioning the mewbore's sir- 
way could cause damage to the mucous lining of the respiratory 
tract 


a. If the herd is delivered et the end of 8 contraction wipe 
the nose and mouth before delivering the rest of the body 


fi. Rewove eacessive sucous prior to the initiation of the first 
breath 


(a) manually (finger covered by swab) 
(b) oral suction 
(c) electrical suction 


iii. Do not suction 


{#) directly against the mucous lining of the respiratory tract 
{b) when no mucous is being eatracted and the sewbore is crying 
norwally 


iv. Observe whether the effor« to breathe is 
(9) absent 
(b) slow and irregular 
(c) sccompanying s good cry 
dé. Know that the longer it takes for respiration to commence after 
delivery 
i. the infant is having increasing oxygen deprivation 
ii. there 1s a greater risbh of brain damage to the newborn 


e. Know that low levels of oxygen can be absorbed through the suc 
@embrane lining the respiratory tract 


i. If no respirstory effort is present in thirty seconds fros 
birth 


(s) place the infant on a flet surface 

(b) ensure that the airway is clear of sucous 

(c) administer oaygen by mask 

(d) request the presence of s physician withia three minutes 


ii. If no physician arrives and if no respiratory effort is 
present in two sinutes from birth commence mouth to south 
resuscitation 


f. Know that high pressures of gases entering the newbora's lungs 
could rupture the alveoli sacs 


2. Observe the newborn's adjustment to life 


a. Know that in the first minute of life normal newborn's should have 
a heart rate about 00 beats per sinute 
4, snould be mwahing respiratory efforts and crying 
ii. should have good muscle tone and be active and soving 
tii. should produce # vigorous crv if minipally stimulated 
tv. Shwuld be completely pink in color 


b. know that the above list would equal an Apgar score of 10 with 
two points being given for each criteria 

c. Know that an Apgar score of J would be given to each of the 
following criteria 


1. @ heart rate below 100 
ii. «8 slow, irregular respiratory effort 
fii. ainioal muscle tone and some flexion of the eatresitios 


tv. wall cry if sctively stimulated 
v. the bodv is pink while the extrewities are blue 


4. Know that an Apgar score of 0 would be gives to each of the 
following criteria 


i. the heart beat is ebsent 

ii. respiratory effort is ebsent 
iii. wuscle tone is flaccid 

iv. no reflex response 

v. color is pale blue or grey 


@. Observe the newborn at one minute and at five minutes of life end 
calculate the Apgar score 


f. Know that en Apgar score of 


1. three and less, the newborn is acutely distressed 
ii. between four and seven the newborn is moderately distressed 
iin. above seven the newborn is satisfactory 


g. Know that # decrease of the Apgar score between | misute and 
5S minutes could indicate an accumulation of lactic ecid im the 
newborn with resulting metabolic acidosis 


h. Know that an increase in lactic acid can be caused by 


4. rapid chilling of the newborn following delivery and/or 
ii. decreased oxygem levels in the arterial blood st the ties of 
delivery 


4. [now that an infant with o low Apgar score could be delivered by 
g@ny aother 


- who has been designated in the high risk category sad/or 
ii. who has had 8 labor which caused fetal or materna) distress 


(a) If a low Apgar score is expected prior to e delivery 


(i) have equipment available for resuscitation 
(41) refer patient to @ physician prior to delivery 


(b) Ensure that every sewborm is kept ia es warm envircasent 
following delivery 


PATIENT TEACHING 


1. Reinforce previous teaching during labor and delivery 


8. Know that when the patient is using oll her physical amd psyche 
logical resources to cope with labor and delivery 


i. she will need reminding of past knowledge and skills 
ii. she will have difficulty absorbing new bnowledge 


b. Know that the patient wil) respond more positively te a knows 
voice than to @ strange voice 


i. Encourage the husband to assist in reinforcing previous teaching 
ii. Allow cosching patterns established during the pre-natal period 
to be continued 


2. Explain the procedures and processes of lsbor and delivery as they eccur 


8. now that every labor is different frow any other 


b. now that change in the progress of labor amd delivery (especially 
if unexpected) could cause anxiety sad tension 


i. that fear can precipitate tensica 
ia. that tension can produce an increased perceptica of pain end 
discoafort 
iit. that pain and discomfort cam create a ijpcrease in fear er 
anuiety 


(2) Be honest with the eother in explaining the probable tims 
that delivery will take plece 


(b) If @ situation occurs which requires increased monitoring 
of the wother and/or the fetus explain the procedure to 
be followed and explain the advantages 


(c) Offer explanations to multigravides as often es to primi- 
gravidss 


3. Show the wother her beby 


8. Know that the procesa of sother-baby interaction fellows e series 
of steps 
i. visuel contect 
th. digital contact aad stroting 
tin. hand contact and grasping 
av. holding and exploring 


b. [now that the series of steps may be passed threugh 


i. within s few minutes 
ii. within o number of hours 
iia. over a period of days 


c. lnow that every mother does not acquire “wother-love” at the first 
sight of their newborn 


i. Give the gother the opportunity to see her baby as socom as 
possible efter delivery 


ii. Allow the mother to set the pace at which she will iateract 
with her baby 


lid. If the mother does not wish to interact with her baby 


(a) Jo not pressure her into holding her baby 
{b) do not sake her feel guilty by comparing her with “good 
mothers” 


iv. Give the mother the time to explore her baby if she wishes to 


4. Encourage family participation 


a. know that the fether goes through o similar process to the aother 


as he interacts with the baby 
b. Know that » mutual experience cam be 8 cohesive force for husband 
and wife 
- If possible allow the husband and wife to interect with the baby 
(a) together 
{b) a3 soon after delivery os possible. 
c, Know that the baby's color and reflex activity cam be slaraing te 
ineapericnced parents 
1. explein the normalcy of the baby's appearance 


ti. allude to classes tahen pre-natally where this experience was 
discussed 


io aes 


i ngs Rava rhoondyetopy 


va ha A ote 


Sata? & 
Ad Kang c 7 
ae bp foreeie ( rete (wie ‘, 

j “pipe Bee bs ars eho : 


econo nica Sipe mate etreren 2 


ho eae 


Se ee at ae my go eatery We reverse es mnignd 4 


FORTOSTIR 45 MME Pry andy went 6 


Pt eT Ones.’ 


meni > eh Man mene my areas wet = 7 
iver Sig iberg mae TAR fame qrSevtigter ef? te grief 
Bn LE Bee Meer ewe cos eet hoy rR? fede 44 


Pralaetech ‘ 
te ee ee es ae] ate aie , 7 
‘cas relt cpiphsteland.nyd 
RE Citing er er Mid mT RAIA FE At re bond at 16 : : 


PA ABA, 14 0 etter La a8 Vee 

Ce eee at ee 
pla wae owe vasdeyy way il teak! " 
eye meetin yt ATE yee te int 


ag tt ae WATTS He Thage we oan bnew ged wa TO (5) a 
mene : ag herp vase vor has dt best Ns aim 
Wer waite Hi ew 4 ew a is 


ete HOOT el ree eted le adie Ve epepang et pudk teer we 
evere ¥s 


Re 
ov borate, yes wireat datig@® 0) 


ee her Qeikian =o 
Merrett Nonny ad see yey Te wares eH) fons coe a 
Semitiw of 
Seweyie whi 5 
§ tee shi 
1A om ete i ins wd 
Ce ee 
mies A yy en atte siinn ao i 
rey 


seared NY fae Bee renee.” hie Cahn ay 
(irl xi Jove bouvouel Wy ive de oath 

wena di iol pad 8 pehtog 
OP welyce ies) 14 Aw wed weal gad we aed 


pie nae eoeverg Mier Myst ss ‘ 
shbce neat mF cate 
+ i 


- 66 - 


PART FOUR 
REWBORN_AND_INFANT CARE 


i, MiSsToRY 


Pleo initial newbore care on the 


Risvery basis of ante-natal and intre-partus 


®. Know that a newborn placed in @ high risk category because of 


ante-natal complications should receive conti 
Corman continuing supervision 


b. Know that 8 newborn who 
1. had s traumatic delivery 
fa. had an Apgar score of seven or less 
{ii. was categorized as premature 
iv. has congenital anomalies 
should receive continuing supervision by physician 
c. Know that s newborn who 
1. was delivered noraslly 
ii. had an initial Apgar score greater than seven 
iti. is a full-term and healthy baby 


would not be expected to deviate from the normal im the post- 
partum period 


(8) Review 11 maternal and infant records 


(b) Take responsibility for Supervision and sanagemsat in ap 
uncomplicated situatioa 


Tl. EXAMINATION 
A. First examination after birth 
1. Qbserve the posture assused by the infant 
a. Know that the full-term normal infant Iies 


i. with limbs flexed 
ii. head rotated to one side 
4ii. hand lightly clenched 


b. Know that fisccidity of limbs can be associated with 


41. neuromuscular disorder 
ii. respiratory distress 
iii. prematurity 
iv. a fractured limb 
(a) Make the initial observation when the baby is lying quiet 
(b) If signs of flaccidity are observed 


(ij complete the initial exspinstioa 
(ii) refer the infant to « physician immedistely 
2. Elicit s Moro reflex 


s. Know that the Moro reflex is an abduction and extension of the 
eras with hands open and a sudden movement of the legs 


b. know that the Moro reflex can be elicited by a» loud noise or 
sudden movement. 


hb. Give a fiat object near the baby a sharp bang when the 
Rewborm is lying quietly and watch the response pattern. 


fi. If no Moro response is observed initially repeat the procedure 
and if the response remains negative report the findings to o 
physician within twelve hours. 


3. Observe the newborns respirations 


@. Know that the newborns breathing is msinly diaphragmatic and 
irregular in depth and rhytha 

b. Know that the normal rate of respirations in  sewborn is 30-40 
per Binute 

¢. [now that abnormal respiratory patterns can be associated with 
i. obstruction of the airway 
ib. ideopathic respiratory distress syndrom 


tii. disphrageatic hernis 
iv. congenitel abnoreality of the heart 


(a) Observe the newborn when lying quictiy 
(b) If the infants respiratory pattera includes 


(i) sternal retraction 
(ii) expiratory grunts 
(iii) flaring nostrils 
(iv) intercostal indrowing 
(v) respirations greater than sixty per pimute 


refer the newborn to a physician immediately 
d. Know that sucous may block the newborns airway 


i. Place the newborn on his side to allow for drainage of the 
mucous by gravity 


ii. If the mucous flows too freely for gravity drainage to be 
adequate 


(s) use mechanical suction to remove the mucous 
(b) observe every fifteen minutes for continuing excess drainage 


@. Know that excessive mucous may indicate an oesophagial atresia 
4. If the newborn requires regular assistance to dreim sucous 
during a three to four hour period 
ti. refer the infant to @ physician imacdiately 
iii. refrain from commencing feeding. 
4. Examine the newborn head 
a. Note the shape of the heed 


i. know that molding foilowing @ nores! vertex delivery causes 
elongation of the fetal shull in the oblique diameter 
(mentum to posterior fontanelle) 


1i, know that sbnorm! molding of the fetal shull may result ta 
intracranial damage 
iii. Mnow that signs of intracranial damage ere 
(a) high pitched cry 
(b) irritability to sensory stiaulstion 
(c) rigid muscle tone 
(d) vowiting 
(e) nech retrection 


$s. 


(i) If there is abnormal molding observe the newborn 
closely for the first 24 hours of life for signs 
of intracranial damage 


(ii) If intracranial damage is suspected refer the infest 
to @ physician immediately 


b. Measure the head circuaference 


i. Know that the initial measurement of the circumference will 
form a base line for subsequent measures. If there is op- 
largement of the newborns head circumferesce is the first 
three to four days of life, suspect 


(2) hydrocephalus 
(b) a subdural heematoma 


and refer the infant to e physician immediately 
c. Palpete the fetal head 
§. [now that s caput succedencus 


(a) feels soft and boggy and 

(b) wil) pit on pressure and 

(c) lies over the sutures and 

(d) should completely disappear within two or three days of 
birth 


ii. Mnow that 8 cephal heematous 


(e) is an accusulation of blood between the skull bone sad 
the periosteum 
(b) does not extend over the suture lines or foatanslies 
(c) becomes noticeable 3-4 hours after birth 
(d) may take 4-6 weeks or longer for the blood to be reabsorbed 


iii. If there is ® “Jump” on the newborns head differentiate 
between # caput succedeneum and a cephs] heemetoes 


iv. Explain to the mother thet 


(a) the “Jump” has no effect oa the newborns breis 
(b) im time the “lump” will disappear 


v. Know that a depressed fontanelle assy indicate dehydreticn 


vi. now that dehydration is associated with loss of tisses 
fluid by 


(s) vowiting 
(b) diarrhoea 
(c) increases in environmental teapersture 


- If a fomtanelle is depressed 


(i) tabe the infant's temperature 

(ii) observe the respiratory rate 
(iii) note any record of vomiting and/or 
(iv) diarrhoea 


and refer to # physician immediately 


vii. Unow thet s bulging anterior fFontane)le indicates intre- 
cranial pressure and could be associated with 


(2) intracranial haemorrhage 

(b) hydrocephalus 

- If an anterior fontanelle is bulging refer the iafeat to o 
physician immediately 


Qbserve the facial appearance 
@. now that Down's syndrome (Mongoliam) is associated vith 


i. sesll head 
fi. broad nose 
hii. eyes that slope upward 
iv. flattened occipital region 
v. short upper lip 
vi. large tongue 
vii. hands with short tapering fingers and a little finger 
curved inward and one deep palmer crease 
vili. poorly developed sole creases eacept for the deep crease 
between the big and second toe 


(a) If the newborn's facia) charscteristics appeer Moagoleid 


(i) observe the infants response to feeding 
(ia) chech creases on hands or soles and refer to @ 
physician during the first weet of life 


(b) If the wother suspects that her beby is "di ffereat™ 
perpit her to verbalize the signs she has noticed 


b. now that eo cleft palate may occur with or without em associated 
cleft lip 


i. Qserve the palate of each infant while crying 


ib. If & cleft palate is observed refer the infant te o physician 
witnin 24 nours 


jib. If w cleft palate is suspected, insert @ gloved finger inte 
the baby's mouth and fee! for any break ip the coatinum of 
the hard or soft palate 


c. know that a newborn will turn his head in the direction of the 
stimuli whee his cheek is touched dewonstroting the rooting 
reflex 


- If the rooting reflex is not elicited the baby aay 


(a) be depressed from delivery 
(b) and have difficulty im finding the eother's aipple if 
being breast fed 


Observe the newborns eyes 


B. know that subconjunctuval haesorrhage cas be caused by mpture 
of capibliaries during the birth process 


i. Hf the mother displays concern sbout the bleod spots in 
the infants eye(s) explain thet 


(a) the spots will disappear within two weeks 
(b) there is no damage to the baby‘s eyes 


b. know that silver nitrate solution can be instilled Jato the 
newborn's eyes (following delivery) as a prophylanis agelast 
gonorrheal ophthalm@is 


c. know that chemical conjunctivitis can result from the use of 
Silver nitrate solution as an eye instillation 


d. know that sywptoms of chemical conjunctivitis occur within one 
hour of silver nitrote solution sdeinistration and are 


i. edema of the eyelids 
ti. purulent discharge 
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1). 


Et 7/ 5 


Gbserve the newborns sbhdoeen 
2. know that the abdomen should be 
4. cylindrical 
4i. slightly proeineat 
iii. soft to gentie palpation 
b. Know that signs of abdowinsl disteatioa are 
i. rounded abdomen 
ii. tense and hard to palpate 


c. Know that fullness im the suprapubic ares ms: 


y indicate an ealarged 
bladder which may be due to obstruction of i 


4. Gently palpete the newborns abdowen and check for 
(a) abdowinal distention 
(b) enlarged bladder 


and if detected refer the baby to o physician immediately 


if. If urine is only passed in a dribble or no voiding tates 
Place in the first 24 hours of life, Suspect an obstruction 
or the urethra and refer infant to a Physician immediately 
Observe the genitalia 


a. know that within the folds of the labia of a female infant the 
following may be observed 


i. smegma 
li. &@ mucoid vaginal discharge 
dii. a blood tinged vaginal discharge (pseudosenstrustion) 
b. [now that vaginal discharge in ® female newborn is o physiological 


dewonstration of msternal hormone transfer which is hareless to 
the infant. 


i. Record any sign of vaginal discherge 
di. Explain the normalcy of the occurrence of pseudomenstruation 


in a female infant to a mother who is alarmed ast blood tinging 
a disper 


¢. Know that the testicles should be in the scrotum of a full-tere 
male infant 


d. Know thet if the testicles remain in the inguinal canal (crypto- 
rchidise) descent may occur within two months of birth without 
treatment 


i. If the testicles have not descended into the scrotum refer 
infant to @ physician within one week 
ii. Assure the mother that delay in descent of tho testicles is 


(a) a fairly common occurrence 
(b) has no effect on the masculine development of the infant 


e@. Know that malformation of the penis (e.g., hypospadias) could 
cause difficulty in voiding 


Examine the infants limbs 
a. Know thet s fiaccid forearm and pronated wrist suggest Erd's 
paralysis 


b. Know that Erb's paralysis is caused by injury to the brachial 
plemus 


¢. Know that Jach of early treateent for Erd’s paralysis will result 
in permanent paralysis 


i, Observe the sovement of the infant's ors 
(a) when sleeping 
(b) when active and crying 
ii. If Erb's paralysis is suspected refer to a physician immediately 
d. Know that a test for congenital dislocation of the hip joint is to 


i. grasp the infants knees and bend the kneos toward the chest 
and spread the knees apart and apply pressure so thet they be 
flat on either side of the body 


di, this will cause flexion and abduction of the hip joint 
e. -now that if the infant's knee will not bie flat the head of the 
feeur way be overriding the acetabulum 


- Jf the infant's knees will not Jie flat on either side of the 
body suspect the presence of a congenitally dislocated hip joant 
and refer the infant to ® physician within & week 


f. Know that a test for talipes is to place the thumb under the 
posterior half of the infant's foot and press the foot upward 
toward the anterior aspect of the tibia (dorsi flexion) 

know that if there is resistance to the dorsiflexion of the foot 
tslipes may be suspected 


- If talipes is suspected refer to 8 physician withim 24 hours 


Examine the infant's back 
2. Know that if placed prone the newborn should 
i. flea the thighs 


ii. elevate the buttocks 
iii. turn its head to one side 


b. know that # spina bifida ssy be covered by shim and give the 
appearance of 8 diaple 
Know that s sinus in the sacrococcygeal region may communicate with 


= cerebro-spinal fluid in the meninges and this could result ia @eni- 
gitis 
1. Run 8 finger down the length of the spinal colum and rote any 
cessation of the bony continuum 
ii. Part the buttoch and examine the lower spinal coluam for o 
sinus 
iii. If a spina bifides or @ pilonidal sinus are suspected refer 


the infant to @ physician imeedi ately 


Observe the shin : 
Ly s chin 

Te ae reed iebacedus,ghanis. and cond to” daagpeor 

spontaneously 

If the mother asks about the papules explain that they are ® 

teaporary phenomens 

know that vernix caseosa will adhere to the shin of the newborn 

foredominantly un the creases and folds of the shia 


Know that vernia cascosa will be shed spontancously withia two 
to three days of hirth 


the urethre 8. 


4d. Bash the shin gently to remove excess vernis casecsa 


41. to not attempt to remove all vernix caseose by rubbing the 
skin viporously 


dé. Know that stork beak saris 


1. are blamed on pressure 
ii. become more noticeable during periods of crying 
dia. tend to disappear by the end of the first year 


- Point out the stork beak maris to the mother and explaia 
that Chey are » temporary phenosens 


Regular Monitoring 
J. Weighing the infant 
®. Know that 70-75% of body weight is water 


b. Know that the infant loses 10% of his birth weight during the first 
two-three days of life 


c. Know that # large infant (9 lbs. and over) may lose @ greater pre- 
portion of birth weight (12-13%) 


d. Know that if weight loss exceeds 1S¥ of birth weight symptoms of 
inanition fever could appear 


¢. Know that if inanition fever is present the infaat's temperature 
could reach 103° - 104°F (40.S* - 41.5°C) 


f. now that the infant's weight loss should be stabilized by the 
fifth day 


g- Know that birth weight should be regained by the tenth day 
i. Weigh the newborn naked and carefully record the birth weight 
ii. If the proportion of weight loss exceeds 10% 


(a) ensure the infant has all the fluid intake he will tolerate 
(b) and check the infant's temperature every twelve hours 
iii. If inanition fever is suspected refer to @ physician immediately 


iv. If weight loss is associated with feeding problems refer to 6 
physician within 24 hours 


2. Take and record the infant's tempersture 


i. following delivery 
11. hourly until stabilized 
iii. daily until direct supervision ceases 


a. Know that the full-term infant increases his rate of metsebolisa 
upon exposure to cold 


b. Know that metabolic rates can be changed by adjusting the eaviren- 
wental temperature 


c. know that internal heat regulation by the infant begins et o¢ 
after one week of life 


d. Know that 


at birth the infant's temperature drops approximately 
3°C (S*t) 


in the first hour of life 


@. know that the newborn has inadequate sweating @echamise and op 
immature heat regulating centre and therefore hyperthermia could 
result from overheating 


i. Take the newborn's temperature with 6 thermometer capable ef 
recording temperatures lower than 96°F (30°C) 


di. Uf the infant's teeperature is recorded ot less than 97°F 
(36.8°C) 


(®) 
(b) 


increase the environeental tempersture 

wBonitor the infant's temperature hourly until it exceeds 
the critical level 

If the infant's temperature is recorded es equal or sore thas 
99°F (38.S°C) adjust the environmental tewperature to reduce 
the infant's temperature below the critical level 


f. Know that anal atresia can be suspected if o rectal thermouster 
cannot be inserted into the rectus 
i. Check the initial temperature with & recta) thermoeeter 
ia. If anal atresia is sspected refer to 8 physician imeediately 
Observe the infant's color 
a. Know that the infant should be pink 
b. Know that cyanosis (Apgar 2) can be caused by inadequate oxyges 
Supplies and could be associated with 


4. respiratory distress or 
di. antracranial hseworrhage 
daa. Cardiac anomalies 


c. Know that circumoral pallor can be associeted with 


i. cardiac anomalies and/or 
Ai. sccumulation of gas in the stomach 


- If cyanosis is present 


(a) observe respirations and 
(b) listen to the pattern of crying 
(c) note when the cyanosis is most prominent 
(d) refer to a physician immediately and report findings 
dé. know that indirect bdirubin accumiates in the tissues and causes 
clinical jaundice 
€. know that jaundice appearing less than So hours (rom the time of 
birth 1s probably due to blood incompatibility 
- If blood incompatibility is suspected refer the infant to a 
Physician jamediately 
f. Know that an infant with clinical jaundice appearing ca or 
after 36 hours from birth may have physiological jaundice 
fg. know that physiological jaundice occurs if the liver is unable te 
secrete sufficient glucurony) to'chaunge insoluble bilsubse tate e 
soluble fors 
h. Know that physiological jaundice may couse the infant to be hist- 
less and show lack of interest im feeding 


Observe the infant's stools 


a, know that meconium is the first stool that the newborn passes 
and this occurs in the 24 hours following birth 


b.  Ancw that mcconius is sticky, greenish-black, orJorless 


- If weconiua 18 not passed in the first 24 hours refer the 
infant to a physician immcdiately 


c. Anow that as @ilh is digested the meconium stool changes to @ 
transitional stool ehich is greenish-brown and soft 
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a) 


d. know that by the fourth day after birth the stool becomes yellow 
ia color. 


i. If the chamge to the transitional stool has nct takes place by 
the secoad day 
(a) chech the amount of mili takem by the baby 
(b) observe the baby for the neat 24 hours for signs of poor 

digestion of silk (e.g., vomiting) 

ai. If, on the third day when food intake has been normal, and 
no change in stool has taken place refer the infant to the 
physician immediately. 


e. Know that the number of stools passed in 8 day is affected by 


1. the amount of milk taken 
a1. whether the feeding 1s artificial or breast 
iii. the wuscle-tone of the gastro-intestinal tract 


f. Know that clay colored stool can indicate sbnoresiities of the 
bile duct 


g. Know that stools contsining a large amount of sucous cam be 
caused by irritation of the intestine 


bh. Know that tarry stools may be a result of saternal blood swallowed 
during passage through the birth canal or bleeding fros the inates- 
tine) tract 


i, If the newborn's stools are 


(a) clay colored 

(bo) mucoid 

(c) tarry 

refer to e physician immediately 


ii. Jf the newborn's stool is tarry, obteia ea speciaen of stool 
for laboratory testing 


i. Know that a diarrhoeal stool is 


i. grees 
ik. liquid 
iti. frothy 


j. Know that diarrhoea asy Le caused by 


i. overfeeding 

ii. too rapid filling of the infant's stomach 
i11, adjustment to changes in type of milk takes 
iv. allergies to proteins in cow's milk 

v. infections 


k. Know that an infant with dwrrhoes can become seriously i1] withia 
four to six hours and exhibit signs of 


i. fluid and electrolyte imbalance 
ii. dehydration 
iii. acidosis 


- If an infant has dwrrhoes refer infant to o physicias 
immediately and report changes in feeding patterns and/or 
apparent allergies which could assist in a differential 
diagnosis. 
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HISTORY 


1. Base the plan for puerpers! care upoa the history of 


i. past pregnancies 
ii. present pregnancy 
iii. labor and delivery 
iv. medical and obstetricel complicatians 


a. Know that the puerperium extends from the end of the third stage of 
labor to six weeks from delivery 


b. Know that any deviation from the noreal which hes required cagoing 


supervision by a physician prior to delivery, may persist or recur 
following delivery 


¢. Know that deviations from the normal which were associated with 
past pregnancies and deliveries may recur and/or may affect parental 
behaviour during the post-partum period 


d. i, Review wll records of the care the mother has received up to 
the beginning of the post-partus period 


41. Only take responsibility for supervision end sanagenent is om 
uncomplicated situstion 


iii. If Chere was @ devistion from the normal in s past pregnancy 


(a) chech the present history to ascertain the probability of 
recurrence 


(b) explain to the parents those aspects about the past exper- 
ience which were unique 
EXAMINATION 
A. (etetrical 
1. Palpate the abdomen to assess 


i. uterine consisteacy 
ii. uterine involutica 


a. Know that immediately after delivery the fundus of the uterus is 


i. @ firm rounded mass 
ii. in the idline of the abdomea 
iii. at the level of the umbilicus 


b. Know that s poorly contracted uterus in the first 24 hours following 
delivery may indicete 


i. retained products 
ii. blood clots 
iii. a full bledder 


c. Know that # full bladder may cause the uterus to rise in the sbdoasa 
i. Palpate the uterus to detect signs of relaxation 


(a) every five to ten minutes for the first 1/2 hour following 
delivery 


(b) every half hour for the next thres hours 


ii. After 12 hours from delivery check the consistency of the uterus 
with less frequency based upon the criteria of 


(a) the waintenance of » firm uterine consistency 
(b) the ability of the mother to void 


@. Bnow that following delivery the sensory nerves fro@ the bladder way 
be less responsive and the perception of the need to void diminished 


@. Know that a mother say fear to void following delivery due to dis- 
cosfort from perines) traums and/or embarrassment in 8 strange 
3_tuation 


i. If the uterus has risen above the ievel of the umbilicus and is 
tilted to one side check whether the mother has voided since 
delivery 


ii, If the sother has not voiced since delivery 


(a) encourage her to attempt to void even if she says she does 
not feel like it 


(b) assure her that perineal discomfort asy be relieved by 
voiding 


(c) ensure that the sother has maximus privacy 


f. Know that a poorly contracted uterus may precipitate s post-partua 
haemorrhage 


i. If the uterus rises above the umbilicus, is ip the midline and 
feels soft in consistency 


(a) massage the fundus to stisulate s contraction 

(b) and apply gentle fundal pressure to the contracted uterus 
(c) express blood clots which may have formed in the uterus 
(dj) record the estimated quantity of blood lost ip the clots 


ii. I€ the uterus continues to soften and form blood clots 


{a) check the records of the delivery for s history of suspected 
retained portion of placenta and/or membranes 


(b) and if record indicates retained products suspected refer 
to @ physician immediately 


iii. If the uterus does not ressin contracted 


(a) check the records for the time lapse since the last admin- 
istration of an oxitocic drug 


(b) if no drug had been administered in the previous four hours 
(c) of if no onitocic drug had been administered since delivery 


(1) confirm that tne patient is not hypertensive 
(41) confirw there 18 no allergic contradiction 


(4d) administer an oxitocic drug 


g- Know that during the puerperium uterine muscle tissue returns to 
the prepregnant state 

h. Know that the rate of involution is 
i. wore rapid in ® primigravida and/or @ breast-feeding eother 
ii. slowed in the presence of retained products and/or uterine 

infection 

i. Know that accurate calculation of the rate of iavolution cam be 

prevented by a full bladder 


Jj. Know that signs of infection of the uterine iiming are 


i. pyrexia 
ii. uterine tenderness 
4ii. prevalent vaginal discharge 


(0) Before palpating the fundus to assess iavolution ensure 
that the wother has recently voided 


(b) Palpete the uterus once daily until it hes descended inte 
the pelvis 


(c) Calculate the rate of descent with refereace te the 
umbilicus as s guideline 


(d) If sub-involution occurs 


(i) observe the mother during the palpstioa fer the 
indication of a perceptioa of pais 

(ii) if signs of tenderness are detected suspect the 
presence of uterine infection 


- chech vital signs for fever 

- check vaginal discharge for purulent odor and 
appearance 

- refer the mother to s physiciam withia the pext 
$1x hours 


k. Know that the fundus of the uterus is not palpable above the 
level of the symphasis pubis st two weeks post-partua 


1. Know thet the spasmodic contraction of the utens following 
delivery is more prevalent is 


i. gultiparous patients 
ii. mothers who are breast-feeding their infants 
1ii. mothers within one hour of being administered am oxitocic drug 


(s) If @ multigravids is sare of “after-pains” and/or @ 
@other who has received am oxitocic drug 


(1) check that the bledder is empty 
(11) edminister a wild analgesic 
(iii) encourage to relax and rest im @ cosfortable positics 


(b) lf @ mother complains of “after-pains" while breast-feeding 
her baby do not give an analgesic prior to feeding as @ 
prophylactic measure but administer 6 mild enalgesic 
following feeding if the discowsfort remains 


@. Know that diastasis of the recti muscles can be associated with 


i. polyhydramios 
4i. gultiple birth 
iii. 8 very lerge baby 
iv. grand sultiperity 


{a) Encourege the aother to perform simple alternsting tension 
and relaxation exercises which could assist is 


(i) toning skeletal suscles 
(11) improving physique 
(iii) correcting posture altered during pregnancy 


(b) Suggest that isometric exercises cam be as effective as 
violent jerks and less tra.matic to weakened muscles aad 
Fepsired tissue. 


Observe vaginel discharge 


2. now thet following delivery the vaginal discharge is called lockhia 
and has s fleshy odor 


b. now that lochia rubra persists for two to three days following 
delivery, 13 red in color and consists of fragwents of eenbrane 


c. Know that lochis serosa persists frow the third to the teath day 
post-partum, 1s brown or pink in color 


d. Know that lochia albs is white, consists mainly of mucous, and 
decreases in quantity from the tenth day to three to four weeks 
post-partum 


1. If e red loss persists for longer than three days and/or 
retums after the lochia has becoas brown/piak 


(a) suspect retention of placental frageents 
(b) observe closely for signs of haemorrhage 


4i. If the accumulated amount of lochie rubra within s span of 
twelve hours approaches 500 c.c. refer to # physician imecdiately 


isi. If lochis becomes offensive im odor 


(a) suspect uterine infectioa 
(b) refer to a physician within the next six hours 


e. Know that the stimulation of the posterior pituitary to produce 
oOxitocin as the wother breast feeds her baby, causes the uterus 
to contrect and may increase the amount of lochia draining 


- lf the @other is breast-feeding her baby, exploin that the flow 
of lochia may increase during the baby's feeding and will returs 
to norsal as soon as the baby stops sucking 


Inspect the perineum 
a. Know that s sutured perineum 


i, should heal within seven days 
di. can be associated with 


(2) pain and/or discomfort to the mother 
(b) edema of the surrounding tissues 
(c) heematoses 


b. Know that it takes sin to eight weehs to restore muscle tone to 


the pelvic muscles stretched during parturition 


c. know that to reduce the risk of perineal infection and enhance 
the speed of healing, perineal hygiene should consist of 


1. keeping the area clean and dry 
it. Cleaning and drying from the least contaminated ares to the 
wost contaminated 


{a) If perineal tissue breaks down following suturing refer 
mother to a physician immediately 


(b) If the mother is suffering intense pain and discomfort 
an the perineal and rete) area within 24 hours of delivery 


(1) suspect a retro-vaginal haematces 
(io) chech matermal vital signs 
(111) refer mother to @ physician jamedr ately 


d. know that dry or wet heat can be applied to the perincal ares to 


assist in relieving discomfort 
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e. If @ perineuw has been sutured advise the mother 


4. to avoid standing for long stretches of time 
ti. on the principles of perineal hygiene, and 
Aid. how to sit to avoid pulling on sutures 
iv. that overexposure (20 sinutes and over) to either dry or wet 
heat could result im iatrogenic disorders 


4. Inspect the breasts 


a. Know thet following delivery there will be o stasis of venous and 


lymph flow in the breasts as lactogenesis takes place which cam 
result in engorgement 


b. Know that breast engorgement is identified by 
i. tense hard breast tissue 
ii. maternal complaints of an aching painful sensation 
¢. Know that engorgesent occurs 
i. about the second day in a prigigravids 
ii. about the third day im o multigravida 
~ and lasts 24-36 hours 
4. Know that engorgement may be inhibited in the mother who is not 
breast feeding by breast support and cold compresses 


@. Know that engorgement may be inhibited in the mother who is 
breast feeding by the establishment of the feeding regime withios 
eight hours of delivery 

f. Know that during the period of engorgement the baby who is breast 
feeding may have difficulty grasping the sother's aipples 


4. If engorgement takes place 


(a) assure the mother that it is not due to overdistention 
with ailb 


(b) chech that the breasts are well supported and mot cos- 
stricted 


(c) if the mother is not breast feeding edaimister e aild 
analgesic medication 


(d) apply cold compresses 


ii. If the baby has difficulty grasping the nipple because of 
engorgement, pull out the nipple for the baby to such by 
using 
(a) 8 breast shield 
(b) manus] eapressica 


S. Imspect the nipples of the breast feeding mother 


a. Know that pathological organisms can enter the breast through 
fissured nipples and could cause mastites and/or breast abcess 


b. Know that signs of breast infection are 
i. localized redenning and wereth 


ii. and tenderness 
dil. and signs of systemic infectioe 


(a) If the wother’s nipples are red and sore 
(i) keep the nipples dry 


(ii) apply topical creans (after feeding) to heep the 
Ripples lubricated 


(444) do not allow the baby to feed for long periods 
of tise 


(b) If the mother's nipple is cracked 
(4) rest the nipple for ane or two feedings while hand 
expressing the silk 
(id) and expose the nipple to dry heat for fiftees 
winutes after each feeding 
c. Know thet to obtein milk from the breast the baby’s 
i. mouth must completely cover the prieary areols 
42. gums must press on the lactiferous ducts 
iit. Congue aust be under the nipple 
d. Know that if a baby is salpositioned for obtaining @ilk the mipple 
could be chewed causing cracks and fissures 


@. Know that if a baby sucks vigorously ot an eapty breast the aipple 
could becoge cracked 


f. now that the turgor of the sother's nipples affects the time 
tigits of the feeding periods during the first 48 hours 


g- now that the baby's jaw can be pulled down to release the vecuum 
caused by suching and prevent pulling on the nipple 


i. Stay with the mother during the first two-three feedings to 
ensure 


(a) the baby does not such for longer than two pinutes at 
each breast 


(>) the baby's wouth is sppropriately positianed 


(c) the baby releases the nipple with minisel treuss to the 
wother's tissues 


4i. Instruct the mother to wash her breasts after feeding and to 
wipe her nipples before feeding 


{a) to remove stale sith 
(b) to prevent the formation of crusts 


B. Vitel Signs 
1. Take the mother’s tompersture 


s. Know that the temperature should remain within the noresl range 
during the puerperium 
$. Take the mother's temperature daily 
ii. Unless pyresia (99°F; 38.5°C) indicates the need for sore 
frequent observation 


b. Know that pyreaia, occurring sore than 24 hours after delivery 
pay indicate infection 


c. [now that the site and cause of infection in the post-pertue 
period could be 


1. breasts 

ii. respiratory disease 
dai. urinary infection 
iv. thrombophlebitis 

v. endosetritis 


(a) If the tewperatire is elevated to 100.4°F (39.5°C) and 
above on two days during the first tem days following 
delivery, notify o physic.an immediately 


(b) Examine the other to detect any deviation froe the 
por@al which will assist if locslizing the site and prob- 
able cause of infection 


2. Take the wother's pulse, blood pressure and respiration 
@. Know that the pulse rate say fluctuate during the puerperius 


b. Know that the blood pressure may rise slightly immediately following 
delivery and will be stabilized et the normal leve} within one heuer 
of delivery 


¢. know that @ patient whose blood pressure has been rising gradually 
during labor may exhibit signs of eclampsia following delivery 


d. Know that respirations are not noreally altered during the peurperius 


i. (heck the pulse and respiratory rate if the teapereture is 
elevated 


ii. If symptoas of eclampsia are exhibited refer to o physicians 
iumodi ately 


MANAGEMENT OF CARE 
A. During the puerperiua 
1. Provide psychological support 


a. Know that “post-partum blues” can be caused by anxiety generated 
through 


i. increasing strain ond tension associated with anticipation 
of the materna} role 


it. sharing the centre of attention with the newbora 


fit. conflict between the pleasure of feeling needed and disturbed 
at assuming new responsibilities 


iv. restriction of personal freedoa 


v. conflicting opinions of friends, relatives and professional 
attendants 


b. Know that emotional instability is associated with pusrperal 
physiology 


c. Know that symptces associated with puerperal psychosis are 


4. iasommia 

ii. depressica 
iii, loss of interest 
iv. wide wood swings 


(a) If the mother wants to talk and verbalize her feelings, 
be a good listener 


(b) If @ mother wishes to remain quiet end sot commmicate 
give non-verbal support by 


(1) accepting her behaviour without attempting to 

change it 

(21) making oneself ailable when stress situations 
could occur (e.g., baby feeding or bathing) 

(iii) responding to obvious distress (e.g., crying) by 
- holding her hand or shoulders 
- offering tissues 
- providing water to wash her fare 


(c) If puerperal psychosis is suspected refer the petieat 
to a physician immediately 
2. Supervise the esteblishsent of infant foeding 


&. Know that the sverage nutritional requirement of the sormal new- 
born et 10 deys is 2-1/2 oz. (75 el.) of breast milk (= SO calories) 
per pound (0.45 kg.) of body weight 


b. Know that the infant's fluid requiresents are calculated oa the 
basis of 20 calories per ounce (25 wl.) of fluid 


c. Know that nutritional intake should be such that weight gaia 
averages $-8 oz. per week 


i. Calculate the asount of fluid and nutritional intake am infant 
needs ot 10 days of life 


fi. Increase the feedings during the first 10 days umtil they reach 
the calculated level 

d, Know thet # ware environment or fever could cause alteratica in 
the tafant's fluid balance 
- If the infant is febrile and/or the environment is ware give 

supplementary feedings of water 
3. Supervise the preparation for breast feeding 

. now that a constricting brassiere interferes with the free cir- 
culation of fluid to and from the breast 
- Check thet the brassiere 


(8) supports the breasts im the cups 
(b) directs the breasts to the aidline 
(c) does not compress the breasts against the chest wall 


b. know that during lactation the mother should maintain a nutritionally 
balanced diet with an intake between 2,800 - 3,000 calories per day 
i. Assure the mother that she may eat anything (in moderetion) 
that agrees with her without it affecting the baby 


il. Advise the mother to observe the baby for diarrhoea or gastric 
upset each time she introduces # new food or drink inte her 
diet 

c. Know that the wilh ejection (let-dowm) reflex is @ conditioned 
response to 
t. the infant feeding 

is. the mother hearing her baby cry 

iit. the mother thinking of the baby at feeding tige even though 
they are epart 

iv. sensory contact between the mother and baby 

dé. know that the milk ejection reflex is imkibited by 

4. tension and/or 

Wh. stress 
-prepare the mother for those factors which produce the osih 
ejection response (section c, above) 

4i1. tf @ mother is tense and worried 


(a) encourage her to express her feelings between feedings 
(h) mabe sure she is comfortably positioned to feed her baby 
(c) ensure the envire nacnt is peaceful and relasing 
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3. 


{4) make sure the baby is ready to be fed and 
(e) 18 mot sleepy: 


Know that erotic sensations can be stimulated by ection of the 
baby feeding which can cause feelings of guilt and/or a projection 
of the inadequacy of breast feeding to Satisfy the baby's needs 


4. Inform the mother that she may experience an erotic sensation 
that it 13 @ common occurrence and # nores) process 


ii. Attempt to help the mother discuss her feelings if she suddenly 
decides to stop breast feeding before lactation is well estab- 
lished 


Supervise the commencesent of breast feeding 


Know that the infant's demand for nourishment during the first 
two - three days of life is irregular and his basic need is to 
such 


Know that when lactation is established the milk supply is regulated 
by the infant's demands 


Know that during the first two - three days of breast feeding 


i. the milking stimulus is initiated and associated with milk 
flow 


ii. the initial wild sucking preperes the nipples for more vigorous 
nursing 


the mother and baby become scquainted with one another 


iv. Establish an atmosphere where success im breast feeding is 
not associated with the first feeding contact 


v. Assure the sother that the quantity of milk is not completely 
established until the second or thrd weeh following delivery 


Know that colostrum is secreted by the breasts for the first two - 
three days following delivery and it has o laxetive effect and 
helps the infant to expe] meconius 


i. Explain to the mother thet colostrum is not “weak” ailk 

ii. Persuade the mother not to abandon breast feeding, before 
the secretion of milk comm-nces, om the basis of the consis- 
tency of the colostrum 


Know that to achieve successful breast feeding both the sother 
and baby should be ready at the same ties 


Know that a pother who has had a long labor and has been heavily 
sedated will need @ rest until the effects of exhaustion and/or 
sedation are dissipated before being ready to coamence breast 
feeding 


Know that guccus stipulates the infant's gag reflex and will 
di@inish an interest in sucking and feeding 


- If the @other is rested and relaxed and the infant has sioimal 
quantities of mucous and 18 awake and crying commence the 
feeding regime 


Prepsre for the maintenance of breast feeding over time 


6. Know that emotional excitement (¢.g., resuming household respoa- 
sibilities) may dipinish the silk flow temporarily 
b. Know that 10 days to 2 weeis sfter delivery the estrogen level 
in the blood rises which way inhibit the prolaction hormone 
secretion 
¢. [now thet the stieulation of the baby sucking will, im one or 
two days, countersct the inhibitory effect of the estrogen 
i. Instruct the gsother to allow the baby to completely empty the 
breasts 
ii. Assure the mother that the disinished silk supply is temporary 
{1 - 2 days) and there is no need for her to stop breast 
feeding 
4id. If the baby feeds well for 15-20 winutes end appears satisfied 
after feeding and sleeps for about 3 hours between feedings 
+ do not be concerned abuut daily weight checis 
d. Know that although lactation may delay ovulation it is possible 
for ovulation and menstruation to occur during lactation 
i. If a mother senstruates while breast feeding there will be 
no ill effects on either her or the baby 
ii. Worn o mother who is breast feeding that she should not rely 
on lactation as the only method of contraception 
Supervise the establishment of artificial feeding 2. 
e. Know that overfeeding cam cause 
4. diarrhoes~ 
4i. functions} vomiting 
(e) Caiculate the appropriete quantity of ailh required 
eccerding to the infant's weight 
(b) Allow the infant to take the smount he requires and do 
not force him to empty a bottle at every feeding 
b. Know that an artificially fed infant tends to such te quantities 
of air 
¢. Know that to eructate air bubbles the baby should be held upright 


or at 8 45° angle 

i ing 

i. Discourage the mother frow feeding the infant rapidly, bang 
the beby's bach vigorously, and bouncing the baby up and down 
after feeding, as vomiting could be precipitated 


ii. Diwinish the quantity of air swallowed by 


(a) alesys having the bottle nipple filled with mith 
(b) havang the nipple hole size edequate enough for two Jrope 
of aidh to fall per second 


Six weebs following delivery 
Repest the complete examination which was performed st the imitiol 
visit 


bd. 


Anow thet the pelvic organs should hove returned to their pre- 
pregnant site 

know that lactation should be well established if breast feeding 
and the breast snould be soft 


Repest the complete examination perforard om the newborn inmedistely 
following delivery 


Refer to # physictun within one weeb every patient whe has « syuptoe 
which deviates from the sorms) ! 


IV. PATLENT TEACHING 
(f) has not reached a» point of frustrated hunger 1. 


Family planning 
&. Know that contraception methods should be decided by the husband 
and wife with the professions) attendant providing informetion 


b. Know that if the husband and wife make the decision together there 
1% & greater probability of the method-continuing to be used 


- If the couple has used # contraceptive method prior te this 
pregnancy with which they were satisfied discuss the possibility 
of continuing with the method 


c. Know that the choice of methods of contreceptica are 


i. contraceptive horwanal pills 

ii. contraceptive diaphrage or cap 
iid. intra-uterine contraceptive device 
iv. sheath or condos 

Vv. spermicidal foams and jellies 


d. Know that "the pill” can be 


i. & combination pill (estrogen + progesterone) 
ii. or @ sequential series (estrogen followed by progesterone) 


e. Know that the administration of estrogens 


i. increase the coagulability of the blood 
ia. and can be associated with ‘break through’ bleeding 


(a) If s 
(i) 
(ii) 


sother is known to have 


varicose veins 
or a history of phlebitis advise her that she would 
incur the risk of thrombosis is she took “the pill” 


(b) Teach that if ‘break through’ bleeding should occur report 
to a physician for alteration of the dosage of estroges 


f. Know that “the pil)" must be taken regularly according to the 
schedule prescribed 


i. Instruct the woman thst “the pill" gust not be forgotten or 
taken occasionally 


si. Teach the woman to follow the instructions which sccompany 
the prescription 
@. Know that a diaphrage is s rubber device which is placed ie the 


vagina and covers the cervical os to prevent the eatry of spere 
and @ust initially be fitted by @ physician 


i. Instruct the woman that the rubber ust be cared for (washed 
and powdered) or it will perish allowing passage of the spere 


ia. The fitting of the disphrage should be checked anmuslly as 
the size may need to be changed 


If the diaphrage is ill-fitting it could become dislodged 
during coitus 


h. Know thet an intra-uterine device is a plastic device inserted 
into the uterus 


4. Know thet to eli@inate the possibility of damaging es developing 
eubryo an intre-uterine device is inserted during or immedietoly 
efter senstrustion 


J. Know that an intra-uterine device 


1. may be expelled 
ti. has @ 90% chance of preventing pregnaacy 


bh. Know that the sheath provides s mechanical barrier cowering the 
penis, in which spere are deposited 


1. now that coitus interruptus is the re@oval of the penis from the 
vogine and the area of the external genitalia prior to ejaculation 


®. know and teach that if sperm are deposited on the external genitalia, 
the coital secretions provide an environment in which the spere 
could survive, migrate to the vagina and effect fertilizetion 


Rm. know that spermacida) foams or jellies can de inserted into the 
vagins to block the cervical and immobilize or hill sperse or cam be 
used in conjunction with the diaphrage method 


©. Know that the rhythe method is based upon abstinence free iater- 
course during the woman's period of ovulstian 


Pp. know that s basal body tempersture rise is an approximate indicetor 
of ovulation and the theoretical fertile period is eight days 


q. If the questions 
refer the couple 


ashed indicate a need for sore extensive coumselling 


(after discussion) to the appropriete agency 
Teach the parents to give physical care to the sewborn 


a. now that the prisigravide msy have winies) experience with smell! 
babies 


b. Anow that the jemediate post-partus period may be the oaly tins 
the @ultiperous woman may be able to give eaclusively to the 
newborn 


i. Encourage the maximum contact between mother and baby 


if. Answer questions which the eothers have coacerning the pece- 
Jisrities of their own babies 

tli. Supervise the @other as she beyins to give care to the baby 
(e.g., changing diapers, bathing) 

iv, Lophasize the safety aspects of child care 


(a) closing safety pins and placing distant froe the baby 


(b) never leaving # baby unattended on an elevated surface 


without guard rails 


not placing hot water near # baby, or im # conteiaer 
with which he could come in contact 


holding @ baby securely with both hands whem lifting 
and carrying 


(c) 
(4) 


v. Encourage the mother to express her love for the baby by 
the way in which she holds his, plays with hie, and talks 
to hia 


c. Know that e mother can be fearful of the appearance of the umbilical 
cord 


d. know that a clean dry uninfected cord will drop off im seven to 


ten days following delivery 


i. Demonstrate to a eother @ method of pinaing the diaper 
which leaves the cord stump exposed 
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4i. Show the eother that the cord can be touched so that the 
stump may be cleaned and dried 


iid. Assure the mother that the stump will not bleed when the 
cord falls off mor will it cause the infant any pain 


iv. Check the cord with the mother during bathing and observe 


the umbilicus for signs of reddenning and/or purulent discharge 


- if noted explain to the wother that this may be es sign of 
infection and report the findings to a physician iamediately 
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VALIDATION QUESTIONNAIRE 
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VALIDATION QUESTIONNAIRE 


YES NO 
ik Do you have a midwifery certificate? IV If 
2 Is your field of activity closely associated YES NO 

with maternity care? Be ee 


This questionnaire is related to what you think of the computer sim- 


ulation program as a measure of necessary tasks of midwifery practice. 


For each of the 6 statements in this questionnaire please indicate 
whether you agree (A) or disagree (D) with the statement in terms of 


the computer simulation program. 


e.g. Statement 4 reads: Most topice covered were irrelevent to mid- 


A D 
wifery practice. a (oh 


This response would indicate that you disagree with the statement. 


i The examination measured the attainment of the i Dee 
objectives of midwifery practice. (ole aia 
ae The examination gave one the opportunity to 

deminstrate abilities in some important areas sy D_ 

of midwifery practice. a ee 

Dee? A D 
oF The examination was too difficult. —F ay: 
ie ates 
4, Most topics covered were irrelevant to AD D_ 
midwifery practice. LAO ei. 

ae Only necessary abilities for midwifery practice Aa D 
were measured. Tei) ag ales 

6. One had to contend with topics beyond one's A. D 


capabilities. UE lige 
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